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dogmatism | and clinical acumen. This book is an outstanding contribution to the understanding o’ 
eardiology.”” The Practitioner 


Full details and Illustrated Catalogue on application 


BUTTERWORTHS ° 88 KINGSWAY °* W.C.2 
Showroom : 11-12 BELL YARD, TEMPLE BAR, LONDON, W.C.2 
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LLOYD-LUKE 





WHEN YOU WANT A BOOK 


ask us about it... 


WHEN YOU WANT IT QUICKLY 


ask us to sendit... 
LLOYD-LUKE (MEDICAL BOOKS) LTD., 49 NEWMAN STREET, W.! 











xP Just Published xe 
BRITISH PHARMACEUTICAL CODEX 1954 


SUPPLEMENT 1957 


The number of new medicaments which have become important since the 
Codex was published in 1954 have made it necessary to revise several 
parts of the main book. This has been done in a Supplement published 
on May 10. The Supplement, which has the same status as the Codex, has 
been prepared with the assistance of nine committees and sub-committees 
representing all branches of medical and pharmaceutical knowledge. 


The Supplement contains new monographs and formulz:, a large number 
of amendments to specifications in the main volume, and authoritative 
information on the action and uses of the new medicaments. 


Pp. xiii + 125 Price 27s. 6d. (postage and packing 1s.) 


THE PHARMACEUTICAL PRESS 
17, Bloomsbury Square, London, W.C.1 











The Medical Service of the Royal Navy 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited for Short Service Commissions of 3 years, on termination of 
which a gratuity of £600 (tax free) is payable. Ample opportunity is granted for 
transfer to Permanent Commissions on completion of one year’s total service. Officers 
so transferred are paid instead a grant of £1,500 (taxable). 


All entrants are required to be British subjects whose parents are British subjects, 
medically qualified, physically fit, and to pass an interview. 


Full particulars from the Admiralty Medical Department, Queen Anne’s Mansions, 
St. James’s Park, London, S.W.1. 
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controls hyperacidity 


Se iiee "AT hes hae 


packs: Bottles of 6 and 12 oz. 


Tablets in boxes of 30 x 6} grain and 60 x 13 g?ain. 


25 
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Myeth *trade mark 
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In recent months Wyeth have mailed you a series of folders 


on Aludrox featuring reproductions of old flower prints. 


The accent has been on acidity for, like the ulcer patient 


whose intragastric pH is a factor determining his 


well-being, the plants we featured are those which depend 


on conditions not being too acid for a healthy existence. 


C it The ulcer patient can control his internal environmental 
| y pH safely, conveniently and reliably with Aludrox. 

Not so the poor plant and not so, apparently, can we 
control the demand from doctors for sets of the 


id 1? oz. flower prints we have produced. 


13 grain. Of course, we do not want to, that is why we have 
reprinted a limited number of the complete series and now 
make them available to readers of the Practitioner 


trade mark should they desire them. 





Why 


* 





Wyovin 


Wyovin is an improved antispasmodie—dicyclomine 


hydrochloride which combines the actions of atropine 





and papaverine without producing the undesirable 
side-effects so characteristic of these drugs. 

Wyovin is especially suitable for producing swift 
symptomatic relief in any complaint where plain 
muscle is in a state of spasm or is hypermotile. 

It is, therefore. « valuable adjuvant to Aludrox in the 
treatment of peptic ulceration. It is well tolerated 


by patients of all ages. 


PACKS: Bottles of 50 tablets. 





aceetneenetat mee 


Wyeth JOHN WYETH AND BROTHER LIMITED 


*trade mark CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.I 


Pr.11 9/57 
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SPENCER BREAST SUPPORTS 
as treatment aid in breast conditions 


When you prescribe a 
Spencer Breast Support 
you are assured that it 
will meet your specific 
requirements, as well as 
the patient’s individual 
needs, because it will be 
especially designed for 
the one patient who is to 
wear it. 





Designed for conditions 
of : Mastitis, Ptosis, Stasis 
of the Breast Tissues, 
Mastectomy, Lactation. 









+ § . ‘ es 
Before and after Mastectomy 


WHAT THE Spencer BREAST SUPPORT ACCOMPLISHES 


% Tends to prevent sagging of the skin and subsequent ptosis. 

%& Provides positive uplift with perfect freedom of breathing. 

% Improves the circulation of the blood through the breasts, lessening the chance 
of formation of non-malignant nodules. (In cases where nodules have developed, 
as a result of prolapse, Spencer Support relieves the condition—and frequently 
the nodules disappear.) 

% During pregnancy, protects deli- 
cate inner tissues and helps pre- 
vent outer skin from stretching 
and breaking. 

% During nursing period, helps pre- 
vent caking and abscessing, and 
aids in restoring breasts to nor- 
mal firmness. 

¥* Encourages good posture. 

%* Provides comfort and support to 
women who have large ptosed BER nm 
breasts. Spencer Sleeping Breast Supports 

% Disguises post-operative malformation. Continue day-time treatment. 





y. 


For further information write to: 


SPENCER (BANBURY) LTD. 
Consulting Manufacturers of Surgical and Orthopaedic Supports 
SPENCER HOUSE - BANBURY «© OXFORDSHIRE 


Tel : Banbury 2265 
London Office: 2 South Audley Street, W.! (Tel : Grosveror 4292) 
APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 


Trained Retailer-Fitters throughout the Kingdom. Name and address of nearest fitter supplied 
Copyright on request 
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Effective against both Trichomonas 
and Monilia 














aon wane 


penotrane 





The powerful tricho- (RGR ASSIS UTES a le 
monacidaland fungicidal x ; 

properties of PENO- in vaginal therapy 
TRANE present the 

greatest advantage in the treatment of vaginal discharge, 
particularly trichomonal vaginitis and moniliasis. PENOTRANE 

is also strongly bactericidal and it deeply penetrates the vaginal 

mucosa. Both the Pessaries and Vaginal Cream are buffered to 
approximate the normal vaginal acidity. 


INDICATIONS : AVAILABILITY : 
3 PENOTRANE Applicator Sets—containing Penotrane 
*% Vaginal Discharge due to Vaginal Cream & disposable applicators. 
trichomonal, monilial and coccal PENOTRANE Aqueous Solution—Bottles of 100, 500, 
infections. 


and 2,000 c.Cc. 
PENOTRANE Jelly—Tubes of 1 oz. 
PENOTRANE Pessaries—Cartons of 1§ and 100. 
PENOTRANE Powder— Polythene  Insufflating 
Containers. 


PENOTRANE Tincture—Bottles of 15, 100, 500 
% Pre-operative Skin Disinfection. and 2,000 c.c. 


% Pruritus Vulvae. 


% Obstetrical Lubrication. 





Literature and professional samples on request. 


gu, WARD, BLENKINSOP & CO., LTD. 





YORK HOUSE, QUEEN SQUARE, LONDON, W.C.1 


‘Phone : Holb orn 5992/6 (5 lines). ‘Grams : Duochem, Westcent, London 
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Neuro Phosphates the palatable restorative tonic 


@) Smith Kline & French Laboratories Lid, Coldharbour Lane, London SES 


N:PA37 








A 18 





THE PRACTITIONER 

















cAw 
7 
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PREDNISOLONE 
P.,D..C0. 


Supplied in compressed tablets 
each containing 1 mg. and 5 mg. Prednisolone. 
Containers of 25, 100 and 500 





to relieve allergic and 
inflammatory conditions 


— to relieve symptoms on 
lower dosage than cortisone 


to relieve symptoms with less 
disturbance of salt metabolism 


Supplied in compressed tablets each 
containing 1 mg. and 5 mg. Prednisone. 
Containers of 25, 100 and 500. 


oa 
Tel. Hounslow 236! 

“ea? 
741 
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ANTIBIOTIC HAZARDS 
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Remarkable advance in the control 
of antibiotic side-effects 


ENPAC is a new and unique preparation of antibiotic-resistant 
strains of Lactobacillus acidophilus in a vehicle of the vital growth 
factors necessary for the strains to become established and multiply 
in the human gut. When administered during oral antibiotic 
therapy, these strains replace the intestinal strains of L. acidophilus, 
and an important part of the bacterial flora is maintained intact. 


2 PROMOTES an acid reaction in the intestine 
antagonistic to the ~roliferation of most 
pathogens. 


%* INHIBITS the multiplication of Staphy- 
loccus and Monilia and related fungi, and 
prevents superinfections. 





™% CONTROLS the bacteriological side-effects 
of oral antibiotic therapy as well as 
certain intestinal disorders. 


Literature and complimentary supplies for clinical trial 
are freely available to the medical profession on request. 


Distributed by: LLOYD-HAMOL LTD., 
11, Waterloo Place, London, S.W.1. Whitehall 8654/5/6 


A British product developed by Aplin & Barrett, Ltd. Biologicals Division 
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«cpL” ionex tabs provide 
day-long or night-long 
therapeutic effect 

on a single dose 


advantages: 
|. onedosegives 10-12 hour relief 
2. minimal toxicity 
3. controlled ionic exchange maintains optimal blood 
level throughout (independent of physiological 
factors and enteric coating). 


ASMA PAX ™ sustained action ‘ionex-tabs’ 


10-12 hours freedom 
from bronchospasm 


jrine-resinate 100 mg. (containing § gr.ephed. hcl.), 





formula: ephe 
theophylline 65 mg., bromvaletone 150 mg., mephenesin 50 mg. 
dosage: |-2 tablets on rising and on retiring. 

basic N.H.S. cost: 30 tablets 5/-. 


dexten* sustained action ‘lonex-tabs’ 


day-long appetite control plus 
all day mood elevation 


formula: dexamphetamine-resinate 25 mg. (containing 10 mg. 
gexamphnet. suipn.) 

dosage: -| tablet at breakfast time, 

basic N.H.S. cost: 30 tablets 2/6. 





ba r b ' d ex * sustained action ‘ionex-tabs’ 


day-long relief of 
anxiety and depression 


formula: dexamphetamine-resinate 25 mg. (containing 10 mg. 
dexamphet. sulph) phenobarbitone | gr. 

dosage: }-| tablet at breakfast time. 

basic N.H.S. cost: 30 tablets 3/10. 





# regd. trademark 


clinical samples, literature Gnd case 
reports sent on request , 
* . 





Clinical Products Ltd., Richmond, Surrey 
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RANTINON 


~®HOECHST« 
TOLBUTAMIDE 





An oral treatment for 


diabetes 


EXTENSIVE CLINICAL TRIALS 
in many countries have shown that 
Rastinon »Hoechst« tablets provide 
effective oral treatment for certain 
types of diabetes mellitus. The ini- 
tial selection and stabilization of 
patients to Rastinon therapy should 
be carried out under strict medical 
supervision. 

Only certain diabetic patients are 
suitable for treatment with Rastinon 
»Hoechst«; Tolbutamide. 


mellitus 


Each Rastinon tablet contains 
0.5.G. of N-Butyl-N' -toluene-p-sul- 
phonylurea (Tolbutamide). Rasti- 
non »Hoechst« was originated in 
the research laboratory of Farb- 
werke Hoechst AG., of Frankfurt, 
under the laboratory number 
D.860. 

Rastinon is now available on 
form E.C.10 for those patients who 
have been stabilized under strict 
medical supervision, 


HOECHST PHARMACEUTICALS LIMITED 
SLOUGH 
Distributed in the United Kingdom by 


HORLICKS LIMITED - SLOUGH + BUCKS 
from whom further information may be obtained on request 
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There is now more than ample evidence of the 
great value of ‘ Furadantin’ in the treatment 


of urinary infections. 


FURADANTIN 


Brand of Nitrofurantoin 


Tablets of 50 mg. in 
containers of 25 and 250 


DUNCAN FLOCKHART of Edinburgh 
The Doctors’ House 


Furadantin is manufactured by a Registered User of the trade mark under licence 


from The Norwich Pharmacal Company (Eaton Laboratories Division) 


AFU 7/57 
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Nidoxital 


TRACE MARE 


CAPSULES 
make more mornings 
od mornings‘ 


for patients with \S 
laud 


nausea and vomiting 


of pregnancy 


TERATURE ON REQUEST 


Ortho Pharmaceutical Limited 
High Wycombe - England 
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Upjohn 





when the clinical problem is respiratory tract infection 


e.g.: 


Albamycin therapy is also commonly con- 
clusive therapy in the majority of other 
“common” infections—systemic, intestinal, 
urinary tract, soft tissues, and ear. Clinical 
response is prompt—blood concentrations 
with orally-effective Albamycin are 10 to 50 
times higher than with other antibiotics, and 
significant serum concentrations persist up to 
24 hours or longer. Organisms susceptible to 
bactericidal Albamycin include Gram-posi- 
tive and a certain few important Gram-nega- 
tive pathogens (including many sus¢ eptible 
strains of staphylococci and Proteus resistant 


BRONCHITIS * SINUSITIS * TRACHEO-BRONCHITIS 


TONSILLITIS * PHARYNGITIS * BRONCHOPNEU- 


MONIA * LOBAR PNEUMONIA 


to other antibiotics). Albamycin is character- 
ized by exceptional gastrointestinal tolerance. 


Adults: 500 mg. every i2 hours. Children: 15 
mg./Kg. of body weight per day, in divided 
doses every 6 or 12 hours. Supplied: Alba- 
mycin tablets, 250 mg., bottles of 16 and 100. 
Albamycin Syrup (125 mg. per 5 cc. tea- 
spoonful, bottles of 2 fluid ounces. 

# TRADEMARK FOR UPJOHN'S BRAND OF NOVOBIOCIN 


. 
Upjehn Fine pharmaceuticals since 1886 


UPJOHN OF ENGLAND LTD- CRAWLEY - SUSSEX 
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and unless the patient is very 
near term, this (FERROMYN 1 t.d.s,) 
is the method of choice 
in the first instance, even for 
severe degrees of iron- 
deficiency anemia’ 


Ref: BMJ (1956) 2,638 


FERROMYN for the speedy oral 
correction of all 
iron-deficiency states 


FERROMYN is presented in four forms: 
FERROMYN TABLETS AND FERROMYN ELIXIR. 


Each tablet/teaspoonful contains: 
Ferrous Succinate 150 mg. 

FERROMYN ‘B’ TABLETS AND ELIXIR FERROMYN ‘B’. 
Each tablet/teaspoonful contains: 


Ferrous Succinate 150 mg.Aneurine 
Hydrochloride 1 mg. Riboflavin 1 mg. 
Nicotinamide 10 mg. 





CALMIC LIMITED, CREWE LONDON : 

Phone CREWE 3251-5 2 Mansfield St., W.1. Phone LANgham 8038-9 

AUSTRALIA : 458-468 Wattle St., Ultimo, Sydney, N.S.W. CANADA: Terminal Building, York St., Toronto. 
FS 
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Has these advantages for treating the menopause. 





DOSAGE 
VIRTUALLY NO SIMPLY TWO CAPSULES 
WITHDRAWAL BLEEDING. PER DAY FOR 30 DAYS 
GRATIFYING FEELING A month's course of 60 capsules can 
OF WELL BEING. provide prolonged or even permanent 
relief for many menopausal patients. 
A second course may be required, but 
(3) PROLONGED ACTION. a third is not often necessary. After oral 
administration, ‘TACE’ is stored in the 


body fat and released gradually in a manner 


NO NAUSEA OR ANY OTHER resembling natural hormone secretion. 
UNPLEASANT SIDE EFFECTS. 


PACKS INHIBITION OF LACTATION 
Green ‘TACE’ capsules contain 12 mg. 4 capsules a day for 7 days. 


chlorotrianisene, and are packed in bottles 
of 60 and 300. 
y) Write for details of the new film dealing with ‘TACE’ for the inhibition 
?s of lactation. 
“TACE’ is a registered trade mark of the Wm. &. Merrell Co. 
Distributed in Britain and Irish Republic by 


RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS. 
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from every viewpoint... 


. . ACHROMYCIN Tetracycline is admirably suited for administration 
to the very young. The antibiotic is presented in a variety of special 
paediatric forms—all of which place the accent firmly on palatability. 
So concentrated are these preparations that minimal dosage provides 
optimal therapeutic effect. Moreover, ACHROMYCIN is remarkably 
effective against pneumonia, bronchitis, meningitis, tonsillitis, scarlet 
fever and many other infections to which children are particularly 
prone. 


CHRO 


PAEDIATRIC PRESENTATIONS 















































f SYRUP (125 még. per cc.): Bottles of 2 and 16 fl. oz. - SOLUBLE uae (50 oe me): 
4 Bottles of 100 - LIQUID PAED.ATRIC DROPS 1 Gram in 10 cc. bottle L 
SUSPENSION 1.5 Gram = Soe SPERSOIDS* Disporsibie Powder (80 me. per 


t iz 3 Gm). Jars of 36 Gm. an 
\ 07 LEDERLE LABORATORIES DIVISION 


~ _ 4 ’ 
a Cyanamid OF GREAT BRITAIN LTD. Londen WL? 
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Relief of 
Rheumatic Pain in 
General Practice 


| Large dose aspirin toxicity overcome 
All forms of rheumatism can now be 
relieved promptly by massive aspirin 
dosage without fear of toxicity. The Berex 
formulation of aspirin (3-7 gr.) and calcium 
succinate (2°8 gr.) overcomes this problem. 
Patients can safely administer the drug 
themselves. Supervision is unnecessary 


2 Side-effects fewer and milder 


Even after prolonged dosage, Berex pro- 
duces no toxic effects. Prothrombin level 
is maintained; there is no hemorrhagic 
tendency.* Prolonged relief can be enjoyed 
in safety. The patient reduces the initial 
high dosage as soon as pain diminishes. 
Side effects, if present, are fewer, milder. 


3 Encourages tissue respiration 

Experimentally, by Warburg test, it has been 
shown that the inhibitory action of salicylate 
on tissue respiration is completely offset 
when it is combined with succinate. 
Succinate encourages cellular respiration 
and stimulates the respiratory enzyme 
systems. It is to this stimulating action that 
the beneficial effect of succinate is attributed 


* “No abnormal prolongation of prothrombin 
time even after 68 days of succinate-salicylate.” 
“The results also show that this succinate-salicylate 
formulation combines safety and efficacy, per- 
mitting wide use beth for treatment and maintenance 
without the excessive supervision required in many 
other forms of therapy.” 

Delaware State Med. J., 1954, 26, 22. 


BEREX 


Trade Mark 


FOR PROMPT RELIEF OF PAIN 
ASSOCIATED WITH 


ALL FORMS OF RHEUMATISM 





PROMPT RELIEF of all rheumatic pains by 
massive asjirin dosage is now made 

by the Berex succinate-aspirin formulation. 
Prolonged dosage does not lower the pro- 
thrombin level, and does not therefore 
produce hemorrhagic tendency. 


FORMULA: Calcium succinate 2.8 gr., acetyl- 

salicylic acid 3.7 gr. 

IN TABLET FORM: basic N.H:S. price, 4/84d. 
100 tablets; 24/3d. — 600 tablets. 

Berex has never been advertised to the public 


A professional sample will be sent on request to: 


MEDICAL DEPARTMENT: CLINOD PHARMACEUTICALS LTD., 


BELVUE ROAD, NORTHOLT GREENFORD, MIDDLESEX 
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Reducing needs 


determination... 


Many obese patients while anxious to reduce find it difficult 
to keep to a prescribed diet. In cases such as these PRELUDIN 


is the complete answer because, by its action on the appetite 


regulating centres in the hypothalamus, it curbs the desire 


to overeat and, since it affects neither heart nor the blood 
pressure, it can be safely prescribed in cases of cardiovascular 


disorders or hypertension. 


Brand of 2-phenyl-3-methyl-tetraby dro-1, 4-0xazine hydrochloride 
Manufactured and distributed in England by Pfizer Ltd., Folkestone, Kent, for 


c. H. Boehringer Sohn, ingeiheim am Rhein 
Registered Proprietors of the Trade Mark. *Regd. Trade Mark. 
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Pfizer) PFIZER PHARMACEUTICALS 


PFIZER LTD + FOLKESTONE: KENT 
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a wise precaution ree 


‘Three patients presenting radiological evidence 
of peptic ulcer... are reported. ... The apparent 
high incidence of this serious side effect... 
suggests the advisability of routine co-administra- 
tion of an aluminium hydroxide gel.’ 


Bollet, A. J., et al., (1955) J.A.M.A., 158: 463 


The incidence of peptic ulceration 
following the use of prednisolone and 
whether or not there is a need for an 
antacid formulation, remains an open 


question. ... 


We have decided to meet these two parallel demands by offering two parallel 
products. Deltacortril will, of course, remain available for use where it is 
held that additions are unnecessary. For those who favour the use of an 
antacid buffer we have introduced a new product—Deltacortril (AF)—a tablet 


which contains prednisolone and dried aluminium hydroxide gel. 


Deltacortril 
(ANTACID FORMULA) 


These tablets contain, in addition to 5 mg. prednisolone, tablet 


The u 


300 mg. of dried aluminium hydroxide gel. Deltacortril (AF) 


is available in bottles containing 100 tablets. 








.--or a needless 
addition ? 


‘Our observations indicate that prednisone and 







prednisolone may be used . . . without undue 
gastro-intestinal hazard. Further, the addition of 


antacid or anti-spasmodics appears unwarranted.’ 


Rothermich, M. O., and Philips, V. K. (1956) Ohio State med. J., 
52: 942 

. reviewing this division of opinion we 

have decided that, to maintain the 
completeness of our steroid range, we 


must cover both shades of opinion. 





_ Deltacortril 


BRAND OF PREDNISOLONE 


The unmodified steroid will continue to be available in 
tablets containing 5 mg. and 1 mg. prednisolone. 
* Registered Trade Mark 











> is Ghergla West 
antibiotic for 
*on. 









General Practice? 









ractice the ideal method of 
antibiotic—laboratory deter- 
f precise sensitivity—is often 
ble. It causes delays which may 
rous and, applied consistently 
by every general practitioner, would 
grossly over-load available laboratory 
facilities. 

In general practice, therefore, the need 
is for an antibiotic which clears almost 
all common infections quickly, and with a 
minimum of undesirable side effects. Sim- 
plicity of dosage is an added advantage, 
particularly where administration must 
be left to relatives or parents. 


PFIZER 
PHARMACEUTICALS 


Pfizer 





The Value of 
sigmamycin 


OLEANDOMYCIN TETRACYCLINE 


in General Practice 


Over the whole range of infections 
susceptible to tetracycline, Sigmamycin 
offers enhanced potency, producing faster 
and more complete eradication. Matro- 
mycin* (the Pfizer brand of oleandomycin) 
is an exceptionally well-tolerated anti- 
biotic. Its inclusion in Sigmamycin permits 
a reduction in the dose of tetracycline. 
Dosage is unusually simple: moderate 
infections in adults, one 250 mg. capsule 
every six hours; severe infections, two 
250 mg. capsules every six hours. In over- 
whelming infections a further increase 
may be needed and may safely be given. 
Sigmamycin is, therefore, a carefully 
calculated combination of antibiotics 
designed to offer enhanced activity, 
improved tolerance, and a simple scale 
of dosage over the whole range of 
‘general practice’ infections. The remark- 
able characteristics of this very successful 
combination have been amply demon- 
strated by extensive clinical trials." 
1 A full summary of current information on Sigma- 


mycin, together with a review of clinical trials, is 
available upon application. 


Sigmamycin 250 mg. capsules, each of which con- 
tains 167 mg. tetracycline and 83 mg. oleandomycin, 
are available in bottles of 16 and 100. 
Sigmamycin 50 mg. capsules, each of which contains 
33.3 mg. tetracycline and 16.7 mg. oleandomycin, 
are available in bottles of 25 and 100. 


* Registered Trade Mark. 


Manufactured at Sandwich and processed at 


Folkestone, Kent 
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the spasmolytic with a 
specific point of attack 


Because the action of Buscopan is specifically 
upon the hollow organs of the abdomen 

and the genito-urinary tract it relieves spasm 
quickly and smoothly without giving rise 

to unpleasant side-effects. Cases of gastric or 
duodenal ulcer, renal and biliary colic and 
spasmodic dysmenorrhea will respond readily 
to its action. Accurate differentiation between 
organic obstruction and spastic conditions is 
often obtained by the use of Buscopan. 


BU SC OP AN «‘vviines:sutsormae 


Manufactured and distributed in England by Pfzer Ltd., Folkestone, Kent for 
Cc. H. Boehringer Sohn, ingetheim am Rhein 
Registered proprietors of the [rade Mark. # Regd. Trade Mark. 
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A sprained ankle —if nothing worse! 





The hazards of our modern urban civilization provide a 
rich harvest of strains and sprains. Elastoplast Bandages 
are used as routine in the remedial procedures following 
such injuries. 

Porosity of Elastoplast Bandages permits free evapora- 
tion of sweat. Firm elastic support with desired amount 
of stretch and regain is assured. 

Adhesive is not spread to the fluffy edges of the bandage 
—minimising rucking of bandages and soiling of over- 
lying stockings. Elastoplast Bandages are made to the 
well known Smith & Nephew high standard of quality. 

Elastoplast elastic adhesive porous bandages are avail- 
able in 3-yard lengths and 2”, 2}”, 3” and 4” widths. 
Prescribable on Form E.C.10. 


Elastoplast 


Elastic adhesive bandages (Porous) B.P.C. 


on SEN product SMITH & NEPHEW LTD - WELWYN 








For a sprained ankle the 
Elastoplast should be applied 
from without, inwards, from the 
base of the toes to the knee. It 
should be applied as soon after 
the accident as possible, thus 
immediately providing firm sup- 
port and controlling the forma- 
tion of effusion and haematoma. 
Small pads of wool or plasticine 
in the malleolar sulci prevent 
haematoma formation. 


GARDEN CITY - HERTS 
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The use of MERCLORAN*, a potent 
mercurial diuretic for oral administration, 
greatly simplifies the problem of maintaining cardiac 
patients in the oedema-free state. Well-tolerated, 
with no loss of effectiveness on continued 
usage, small doses of MERCLORAN given 
throughout the day maintain a steady 






water and electroyte balance. 





MERCLORAN 
EMPLETS* (enteric coated tablets) 
(Chlormerodrin N.N.R.) 

In bottles of 25 and 250 
also MERCARDAN* for 
Parenteral use. 

* Trade Mark 








MERCLORAN 


see, 
- Tp: 
8 Fuse 


tea? PARKE, DAVIS & COMPANY LTD. (inc. U.S.A.), HOUNSLOW * MIDDX Tel: Hounslow ae 
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But there are other ways— 
in dealing with seborrhoea capitis 














Simple seborrhoea can be brought under control by the weekly 
use of Genisol, applied in the manner of a shampoo. Genisol 
has been formulated to remove the loose scales, at the same 
time stimulating the production of normal tissue: the inclusion 
of hexachlorophene prevents aggravation of the condition by 
bacterial invasion. 

Persistent seborrhoea capitis quickly responds to the com- 
bined treatment of Genisol-Sebigen. Sebigen should be rubbed 
into the scalp twice daily through numerous partings in the 
hair, followed by frequent applications of Genisol as directed. 


Genisol and Sebigen Prescribable on E.C.10 


Genatosan Limited, Loughborough, Leicestershire. 
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For safe, efficient hydrocortisone treatment of 


upper respiratory tract disorders 


VASOCORT SPRAYPAK 


intranasal hydrocortisone and two decongestants 


to reduce inflammation and oedema in 


acute, chronic and allergic rhinitis 
sinusitis 


and nasopharyngitis 








*Vasocort Spraypak’ contains hydrocortisone alcohol 
0.02°,, and two decongestants: phenylephrine 
hydrochloride 0.125°, and ‘Paredrinex’ 
(p-hydroxyamphetamine hydrobromide) 0.5%. 
Because ‘ Vasocort’ contains such low concentrations 
of hydrocortisone, phenylephrine and ‘Paredrinex’ 

it seldom produces untoward reactions. 


It is an ideal preparation for use in chil tren. 





@) Smith Kline & French Laboratories Ltd. 
Coldharbour Lane, London, S E 5 


VO.PA37 (col) 
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ECONOMY 
PRESCRIBING 


without detriment to the 
treatment of patients 


CREMALGIN is a long acting rubefacient of high quality supplied at realistic 
cost on E.C.10. Every CREMALGIN prescription issued for the treatment of 
Rheumatism, Fibrositis, Sciatica, Lumbago, Muscular Pain and associated 
conditions represents up to 50°, saving to the National Health Service. Doctors 
are writing more than 150,000 prescriptions for rubefacient balms each month 
and have readily accepted this valuable means of sound N.H.S. Economy. 
*Methyl Nicotinate 1.0% 
Glycol Salicylate 10.0% 
Histamine Dihydrochloride 0.1% 
Capsicin 0.1% 
Excipient q.s. 


Basic Price to N.H.S.: 1 oz. dispensing tube 1/9d. 16 oz. dispensing jar, per oz.—1/24d. 


Note that these prices cover a full ounce prescribed 


CREMALGIN 


% Long-acting Rubefacient 


WEST PHARMACEUTICAL COMPANY LTD. 


82 VICTORIA STREET, LONDON, S.W.1. Telephone: TATE GALLERY 2580 
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your patients 
can tolerate... 
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Rarical 


iron-calcium tablets 





Raric al 
'PON-CaLcium TABLETS 
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Pranmaceunicas UM 





"Ou wreomes - ence? 

















THE PRACTITIONER 











\ MIGRAINE 


and other headaches of vascular origin 





are aborted in 80 per cent of 
cases by ORAL TREATMENT with 


CAFERGOT : 


sugar-coated tablets 


Ergotamine Tartrate B.P. 1 mg. 
Caffeine B.P. 100 mg. 





Patients who experience nausea and vomiting 
early in the attack or who are unable to 
tolerate oral treatment usually benefit from 
treatment with 





CAFERGOT SUPPOSITORIES 


Ergotamine Tartrate B.P. 2 mg. 
Caffeine B.P. 100 mg. 
Isobuty! allylbarbituric acid 100 mg. 


Total alkaloids of belladonna 0.25 mg. 


Literature and samples are available on request 


SANDOZ PRODUCTS LIMITED 


SANDOZ Sandoz House, 23 Great Castle Street, London,’ W.1 
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DIPASIC 
IS AVAILABLE 
FOR 
INVESTIGATION 





Literature will be 
Jorwarded on request 








B ENGU E & COMPANY LTD. Manufacturing Chemists 


MOUNT PLEASANT » ALPERTON ® WEMBLEY » MIDDLESEX 


Bengue & Co. Lid. moke “ Dipasic ” available in the United Kingdom by arrangement with 
E4. Geistlich Sons Led., Wolhusen (Switzerland) 
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The 
MERCK SHARP & DOHME 


‘Hydro 


Quartet 


Hydrocortisone preparations for the 
treatment of lesions of the 
SKIN, JOINTS, NOSE, AND EYES 


OINTMENT 
‘Hyd roderm’ 


‘HYDROCORTONE - 
NEOMYCIN - BACITRACIN 
For inflammatory conditions of the 
skin, especially when infection is 
present. Tubes of 5 G.and 15 G 


TABLETS 
6 9 
Hydrodyne 
*HYDROCORTONE’- ASPIRIN 
Anti-inflammatory, anti-rheumatic, 


analgesic therapy for rheumatic and 
allied diseases. Bottles of 100 





NASAL SPRAY 
‘Hydrospray’ 


*HYDROCORTONE’- 
*‘PROPADRIN’- NEOMYCIN 





Safe nasal therapy for hay fever, 
rhinitis, polyposis and similar aller- 
gic conditions. Spray bottles of 15 ml 


EYE DROPS 
‘Hydroptic’ 


*HYDROCORTONE’- NEOMYCIN 


ais 
ry! 


a 


Fuller details on application 
MERCK SHARP & DOHME LIMITED 
HODDESDON, HERTS. 
Product names in inverted commas are Trade Marks 





2% 





For inflammatory lesions of the 
eye, especially when infection is 
present. Plastic applicator of 5 ml 











THE SAFEST 
AND BEST 
NG PREPARATION 4A 


OF OPIUM 
SS 






Nepenthe contains all the constituents of opium and has 
been prescribed for over 100 years. It has been found by 
generations of practitioners to be the best preparation 
of opium as it does not cause the unpleasant after-effects 
usually attributed to opiates. it can be given over a 
considerable period and the effect remains invariably 
constant. 

Packed in 2-oz., 4-oz., 8-oz. and 16-oz. bottles and for 
injection in }-oz. rubber-capped bottles, sterile, ready 
for use. 


WEPENTHE 


(Gai & CO LTD 


\ BRISTOL 








For the treatment of 
VARICOSE 
ULCERATION 


“CELLANBAND” 


THE ORIGINAL 


MODIFIED UNNA’S PASTE BANDAGE 


and 
66 4 + 
vg THE ORIGINAL 


DIACHYLON CREPE ADHESIVE BANDAGE 


Both these effective and old 


AVAILABLE ON E.C.10 


Please send for literature 


Ciuxson, Gorhahdela Lil. BIRMINGHAM 


"Phone: BROadwell 1355 


hlichead h. 4 





are 
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Psoriasis, rheumatic disorders, U # V. 


nervous debility, upper respir- . - 
atory infections, particularly 

in children—these are a few of “a unique systemic remedy 
the common conditions which ~ 

often respond remarkably well 
to routine ultra-violet irradi- 
ation. Thousands of people 
are successfully applying this 
treatment in their own homes, 
under their doctors’ guidance, 
with a Hanovia Prescription 
Lamp, thus avoiding the incon- 
venience of attending over- 
crowded hospital clinics. 
Why not recommend one 
of these lamps to 
suitable patients in 
your own practice? It 
will help to keep 
down the numbers 
in your waiting room. 

















Further details will 
gladly be sent on 
request, 


HAN 4 VIA SLOUGH, BUCKS Specie ed equipments ne 








and better than ever 


W WITH A NEW ELASTIC YARN PERMALAST 
The. EFFICIENT COTTON ELASTIC ae 1s 
AVAILABLE TO YOU AGAIN 
Supplies of Permalast — which we had to stop making through 
non-availability of Viscolax yarn—are now available again, with 
a new elastic yarn incorporated which makes Permalast even 
better than it was before. So once more you can order Permalast 
— prescribable under NHS regulations — with every confidence 
that it will give the same dependable results as ever. 










Unrestricted supplies now available. 
| % STAYS WHERE IT's PUT a WASHABLE 
M PROVIDES EFFECTIVE SUPPORT %& LASTING 


4% SMOOTH EVEN TENSIONING #% LONG LIFE 
SKIN CAN BREATHE 4 ECONOMICAL 


wioTHs 2 4 F* } «6 66 OU(NHS) 
PRESCRIBABLE ON €E.C.10 
Also - 8” and 11° widths for private prescriptions only 


BS cg jee wa: me sis Ye) eA 


Pas ne ree en Se Eh Ret fe 


REGD. 
DALMAS LTD., JUNIOR ST., LEICESTER 













permanently elastic—tasts longer 
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Working for the Nation's Children No. I! 





A Piccaninny 


I don’t know what we Inspectors of the 


N.S.P.C.C. would do were it not for the help | 


we get from our wives. 


We are out at all hours of the day and night | 
helping children and I am afraid that on | 


more than one occasion a meal on which my 
wife has lavished much care has been spoilt 


because I have not been home in time to e€a¢ | 


it. However, she seldom complains and, like 
all Inspectors’ wives, she does her best to 
help me in my work. 

Only recently she looked after a little picca- 


ninny 15 months old for some days whilst his | 
father, who came from the West Indies, made | 


arrangements with one of his countrywomen 
to care for it. You see, its mother died 
suddenly and my wife was asked to help. 
She quite took to that kiddy and truth to tell 
she did not at all like parting with him, but I 
can tell you when we all went out together 
we got some old-fashioned looks, and we 
heard some variations on the old saying that 
‘two blacks don’t make a white’. 


Cases like this—an actual case on the files of | 


the N.S.P.C.C.—are dealt with frequently 
by the Society; for the scope of the Society’s 
work is very much wider than cases of cruelty 
or gross neglect. If the Society can do any- 
thing at any time to help children whose 
welfare, happiness or future is in jeopardy, 
it will do so. This vital humanitarian work 
depends on your subscriptions and support. 
Please send your contributions to the 


N-S-P-C-C 
ROOM NO. 103, VICTORY HOUSE, 
LEICESTER SQUARE, LONDON, W.C.2 


The N.S.P.C.C. helped nearly 
100,000 children last year 








“What ! 


Me old fashioned ?” 


says OLD HETHERS 


I may look a bit of an antique but when 
it comes to making barley water, my 
method is right up to date. None of that 
old pearl barley, stew-and-strain busi- 
ness for me: I use Robinson’s ‘patent’ 
Barley. Why, sir, it is simplicity itself; 
just like making cocoa. A couple of 
minutes is all the time it takes — and 
time counts when there’s an invalid to 
look after. Robinson's is economical too 
—a 1/7}d. tin makes forty-eight pints! 


ROBINSON’S 


‘PATENT’ 


BARLEY 
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3 Diet During Pregnancy 
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It has long been recognised that the diet of the pregnant woman 
is of great importance in relation both to her own health and to 
the health of her baby. Surveys which have been carried out 
indicate that an adequate supply of essential vitamins is most 
necessary. 


Marmite is a yeast extract containing all known vitamins 
of the B complex and its inclusion in the diet of expectant mothers 
has been shown to be of particular value. Marmite is, therefore, 
ordered widely for distribution at maternity and child welfare 
centres and at antenatal clinics. 


MARMITE 


yeast extract 


Special terms for_packs for hospitals, welfare centres and schools 


MARMITE LIMITED, SEETHING LANE, LONDON, E.C.3 
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For cases requiring . —* ~acting general stimulant without increasing 
the patient’ ‘3 app P unique. it combines for 
the first time, D ewmine Selph and Strychnine with Glycero- 





-AMPHETONE. 


REGISTERED 


GENERAL STIMULANT FOR THE 
ENTRAL NERVOUS SYSTEM 











and bers of the Vitamin B Group. The Dexamphetamine 








ake B.P., 1/4 grain: Riboflavine B.P., 1/60 grain: Syrup of 
Blackcurrant B. .C., 2 fluid drms.: Water, to |/2 fluid ounce. 





provides che convalescent with an immediate feeling of well-being, this 
cing followed by the well-known tonic effects of the other medica- 


FORMULA Dexamphetamine Sulphate B.P.C., 1/12 grain: 
Strychnine H ——— B.P., 1/60 grain: Calcium Glycero- 
oy B. a Sodium Glycerophosphate 8.P.C., 


Available in botties containing 10, 20, 40, and 80 fluid ounces. Professiona 
prices, 5/3, 9/11, 16/8 and 30/4 each. Samples available on request. 


n association with J. C. Arnfield & Sons Ltd. 
London Stockists: May, ‘oberts & Co., Led., 47 Stamford Hill, London, N.16 
Distributors for Northarn ireland: Messrs. Dobbin & Stewart, 47-49 Earl Street, Belfast 


WAI 


nts. Clinical reports have been excellent. 


rains: Aone AD, ydrochloride B.P., 1/30 grain: Nicotina- 


[rowon] [#1] 


WOOLLEY, SONS & CO. LTD., VICTORIA BRIDGE, MANCHESTER 3 
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The esters of NICOTINIC, SALICYLIC and 
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p-AMINOBENZOIC acids 
bring relief to cases of 
arthritis and rheumatism 


In cases of soft-tissue rheumatism, and 
arthritic disorders, many doctors are tend- 
ing more and more to regard Transvasin 
as an indispensable adjuvant to treatment. 

For Transvasin is composed of the esters 
of nicotinic, salicylic and p-aminobenzoic 
acids. These esters readily pass the skin 
barrier in therapeutic quantities, and so 
enable an effective concentration of drugs 
to be built up where they are needed.* 

Transvasin not only induces vasodilation 
of the skin with a superficial erythema, but 
also brings about a deep hyperaemia of the 
underlying tissues. It is non-irritant and 
can be safely used on delicate skins. 

It is now being widely prescribed, with 
successful clinical results. Since a very 
small quantity is sufficient for each appli- 
cation, the cost of treatment is extremely 
low. 








VIIT, 1952, 10, 143. 


In 1 oz. tubes, basic 
N.H.S. price in the 
U.K. 2/6 plus P.T. May be 
prescribed on Form E.C.10. 














Salicylic acid tetrahydrofurfuryl-ester 14% 
2 


Nicotinic acid ethyl-ester % 
Nicotinic acid n-hexyl-ester 2% 
p-Aminobenzoic acid ethyl-ester 2% 
Water-miscible cream base ad 100% 














LLOYD-HAMOL LTD 


11 Waterloo Place, London, 8.W.1. 
Whitehall 8654/5/6 


“Thank you, doctor” 


Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 


| Ff) 
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They 
look seldom 
downwards 


Roped together over giddy depths, they buy the 
inches dearly. Only after many hazardous assaults do 
they at last overcome the barrier set up by nature. 


A natural barrier in the human body, the 
mucosal block, is perhaps more difficult to 
overcome. It keeps a great many patients 
constantly on the verge of iron deficiency 
anaemia. When oral iron is administered to 
an anaemic patient, the Hb level rises, but 
the more it rises, the more effective the 
mucosal block becomes—the more medicine 
is wasted. Body iron stores which buffer the 
cured anaemic patient against relapse remain 
depleted. But, like the towering rock, the 
natural barrier to iron can be overcome— 
through muscle and good technique. 
Intramuscular iron by-passes the mucosal 
block. Fully absorbed and fully utilised, it 
not only raises the Hb level, but also 
replenishes body iron stores. 


PRESCRIPTION INFORMATION. Each 2 ml. ampoule of 
Imferon will raise the Hb about 2°5%, (5 ml. about 
6°,), in an adult of average weight. Imferon is available 
in ampoules of 2 ml. and Sml. in boxes of 10 and $ 
ampoules respectively. A simple dosage calculator 
and notes on intramuscular injection technique for 
nurses are available on request 


Imferon 


INTRAMUSCULAR IRON 


Benger Laboratories Lt 
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| Ferrum et scutum 
lanceaque 


(cum arte) 


i \ 
LOOD LOSS BLOOD LOSS 











Haemoglobin normal Haemoglobin normal Haemoglobin normal Haemoglobin down 

Bod n st Body iron store Body iron stores Body iron stores 

n f é still exhausted 
Suggested further reading: 


Blood, 1955, 10,567. Bull. N.Y. Acad. Med., 1954, 30, 81. 

J. Amer. med. Ass., 1956, 162, 197. Ann. intern. Med., 1955, 42, 458. 
Ann. intern. Med., 1953, 38, 199. J. clin. Invest., 1952, 31, 543. 
Brit. Encyl. Med. Pract., Med. Progr., 1956, P.47. 


Iimferon 


Tron-Dextran Complex Trade Mark 


BENGER LABORATORIES LTD., HOLMES CHAPEL, CHESHIRE * PIONEERS IN PARENTERAL IRON THERAPY 





ANNOUNCEMENTS A 5! 














MUCOSAL BLOCK 





exhausted 


ORAL IRON 
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BLOOD LOSS 











Haemoglobin back to Haemoglobin normal 
normal. Body iron Body iron stores falling—but 
stores back to norr still more iron reserves 
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In the prevention of 







Post partum haemorrhage 


HYALASE 


Trade Mark 


“the spreading factor” 






with ergometrine 


BENGER } 


BENGER LABORATORIES LIMITED, HOLMES CHAPEL, CHESHIRB 
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The ability of CHLOROMYCETIN * 
to achieve prompt control of 
infection has proved of value 

in a wide range of conditions. 
The following characteristics 
make Chloromycetin effective 
in the treatment of infections 
due to organisms resistant 

to other antibiotics: 


e It is effective against a wide range 
of pathogenic organisms. 

e Oral dosage promptly produces 
therapeutic blood levels adequate 
to deal with infection due to these 
organisms. 

e Appearance of new resistant 
strains is extremely rare. 

e No significant or regular degree 
of cross-resistance with other 
antibiotics occurs. 


- CHLOROMYCETIN 


Parke, Davis & co. LTD. 


* Trade Mark 


(Inc. U.S.A.) HOUNSLOW, MIDDLESEX 
Telephone Hounslow 2361 





438 
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FEMERITAL 


Specifically designed for the relief of primary dysmenorrhoea 
% Uterine spasmolysis from Dibutamide 
% Analgesia from phenacetin and salicylamide 





% Elevation of mood from caffeine 


M.C.P. PURE DRUGS LIMITED, 86 STRAND, LONDON, W.C.2 








ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—THE EARL SPENCER 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 

This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
atients, and certified patients of both sexes are received for treatment. Careful clinical, biochemical bacterio- 
ogical and pathological examinations. Private rooms with special nurses, male or female, in the Hospital or 

in one of the numerous villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and 
Nervous Disorders by the most modern methods; insulin treatment is available for suitable cases. There is an 
Operating Theatre, a Dental Surgery, an X-Ray Room, an_Ultra-Violet Apparatus, and a Department for 
Diathermy and High-Frequency treatment. It also contains Laboratories for biochemical, bacteriologicel, and 
pathological research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Llanfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. The Hospital has 
ts own private bathing house on the seashore. There is trout fishing in the ook 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpentry 

For terms and further particulars apply to the Medical Superintendent (r 
Northampton), who can be seen in London by appointment. 


Bacteriologically tested The ad 

and specially designed for Cesitra Mask 
the prevention of 
droplet infection 


, &e. 
elephone: No. 4354, three lines, 












FOR SURGEONS AND NURSES 








After many bacteriological experiments of four layers of fine dental gauze. It 
this mask was designed to arrest all fastens securely under the chin, has an 
droplets from the mouth and nose, and air gap at the sides, is comfortable to 
so to prevent contamination during wear for long periods and may be easily 
operation. The “ Cestra" Mask consists sterilised. 


Obtainable from Chemists and Medical Stores 
MADE BY ROBINSON & SONS LTD., Wheat Bridge Mills, Chesterfield 
Tel. Chesterfield 2105 London Office: King’s Bourne House, 229/23! High Holborn, 
London, W.C.1 Tel. Holborn 6383 Manufacturers of all kinds of Surgical Dressings 
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In your 
hands... 


The power to influence healing is 
not given to all men. Those who 
would doubt a saint have faith in 
your words. In the consideration of 
personal hygiene for self and 
patients most medical peoplo have 
absolute confidence in Wright’s 
Coal Tar Soap, with its remarkable 
properties of Liquor Carbonis 
Detergens. Perhaps their constant 
support is one reason why Wright’s 
has received the Certificate of 
Merit of the Royal Institute of 
Public Health and Hygiene, for 
over half a century —the only 

soap with such a record. 


WRIGHT’S COAL TAR SOAP 


THE GOLDEN TABLET IN BATH AND TOILET SIZES 
vin can be freely prescribed. 


RYBARVIN brings relief. Consistently, ~~ 


often spectacularly, attacks are cut short Rybarvin Formula 
and their frequency lessened. Free from pituitary Extract. Posterior 











Rely on Rybar 
for Instant Relief 


Ever increasing numbers of medical men are 
relying on Rybarvin Inhalant to combat broncho- 
spasm. The Ministry of Health having agreed 
to the prices of Rybar asthma inhalants, Rybar- 





i -irri = it- and Anterior Lobe é* wiv 
cusses acid, eons =reamt be gee Methylatropine Nitrate .. .. 014% wiv 
forming, it is an ideal inhalant for all papaverine .. .. .. .. .. 0-08 wiv 

thmati AGPUNRED kw n+ 08 te Oo wiv 
a tics, young and old. Ethyl Para-aminobenzoate .. 0 wiv 


Iso-buty! Para-aminobenzoate 0-01% wiv 


RYBAR INHALER has been specially 
designed for aerosol therapy. Both Rybar- 
vin and the Inhaler may be prescribed on 
N.HS. Form E.C.10. 


Samples and details of trial outfit 
se od ts nt  —  TANKERTON - KENT 
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From milk to mixed diet 
HOW HEINZ STRAINED FOODS HELP 


Mothers of three or four-month-old babies 
often need your practical advice about hew 
to start baby on a mixed diet. 

When you suggest Heinz Strained Foods 
you can do so with complete confidence. 
The 19 different foods, introduced gradu- 
ally from about three-months onwards, 
between them offer scope for a varied 
diet. They are cooked and strained under 
strictly controlled conditions, with the 
minimum loss of food values. And, of 
course, they are prepared much more 
hygienically than they would be in an 
ordinary kitchen. 

For full details of the nutrient values of 
the 19 varieties of Heinz Strained Foods, 
write to Dept. T7, H. J. Heinz Co. Ltd., 
Harlesden, London N.W.10. 


HEINZ” 
Strained Foods 


MEAT BROTHS SOUPS . VEGETABLES . SWEETS . CEREAL 








HASTINGS and THANET — 


Important new 


3 
7 “TERM SHARES” 
4 %o FOR SAVERS ! 


One of the leading Societies, with great Reserves and 

liquid Tt now offers discriminating savers a NEW 

“TERM SHARE” PLAN for sums from £250 to £2,000, 

withdrawable at six ths’ notice. , 33% net, 

being equivalent to £6.10.5d% to anyone "liable to 
Income Tax at the Standard Rate. 


REGULAR SAVERS can earna net 
4% 


c } Lo, net for Fully-Paid 
2% 
call or write for our bookle 








Shares £1 to £5,000 
Income Tax paid by the Society 
Without obligation, 


Profitable Investment "’ 


Hastings and Thanet 


BUILDING SOCIETY 





Established ever 100 yeers 
Assets £22,000,000 Reserve Strength £/,000,000 
Head Offices : HASTINGS cnd RAMSGATE 


LONDON: 99 BAKER STREET, W.1 
Branches and Agencies throughout the Country 














*You see, it’s 
a food drink 
as well as a 
nightcap!’ 







Bourn-vita is made 
from malt, milk, sugar, 
cocoa and eggs 


sleep sweeter 


BOURN-VITA 


made by CADBURYS 
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The importance of toleration... 





... in glucose therapy 


That Lucozade is a pleasant and refreshing method of getting 
glucose into a patient is repeatedly demonstrated in almost every 
hospital. When everything tends to taste the same, the flavour of 
Lucozade strikes an unexpectedly refreshing note. Doctors have 
frequently observed the beneficial effect of Lucozade on the diffi- 
cult or apathetic patient with enfeebled digestion. 








Lucozade requires no preparation. It is 
a lightly carbonated glucose solution 
with an attractive golden colour and a 
pleasant citrous flavour. The liquid 
glucose content is 23.5% w/v or about 
21 calories for each fluid ounce. 


LUCOZADE 





‘Oaloxylin:.... 


(Liver Extract reinforced with Vitamin B12) 





For the treatment of pernicious anaemia with or 
without neurologi¢al manifestations and for those 
other types @f macrocytic anaemia which also 
respond to fiver therapy. For sprue and as a 


generalsonic 


AN OXOID PRODUCT 





OXOLTD (Medical Dept.) . 16 Southwark Bridge Road - London - SEI - Tel: WATerloo 4515 














A 58 THE PRACTITIONER 














neestral habits... 


What with fighting Roundheads 





7 and for ever combing his own long, 

= . aa 
“di tangling locks, the Cavalier was altogether 
\ 4x ..1t**+ much concerned with heads and_ hair. 


And dandruff was no doubt equally the 
bane of his life as ours. 

The Cavalier’s vade mecum offered 
him no remedy for his aristocratic 
irritation. But today the old and familiar 
trouble has been mastered by SEBQ- 
DERM, the creamy Cetrimide Shampoo 
specifically for dandruff. 


e 


perhaps the most valuable 
recent addition to therapy (of scurf 
or dandruff) has been the introduc- 
tion of detergents such as cetrimide, 
which may be used alone or be 
incorporated in shampoos, soaps or 
lotions.’’ Brit. Med. J., 2 (1956) 92. 


Seboderm contains 15.6% of 
Cetrimide B.P., the quaternary am- 
monium compound prescribed as most 
effective against dandruff. Normally a 
single weekly treatment is sufficient to 





establish complete control. 





me & Da 
‘ia . Seboderm masters Dand 
Professional sample will be gladly sent on request 


PRIORY LABORATORIES LIMITED 


WEST DRAYTON MIDDLESEX 
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DRINAMYL 





relieves both 






anxtety and 








depression 


Drinamyl restores composure 


® Smith Kline & French Laboratories Ltd Coldharbour Lane. London SE5 


‘Drinamyl’ is a trade mark 
DL:PAI47 
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Some minutes after applica- 
tion the skin becomes flushed 
and there is a comforting feel- 
ing of warmth which persists 
for many hours. 





ROGGIMENE 


Rubriment relieves pain in 
such conditions as musc 

rheumatism, fibrositis, strains 
and sprains. 





A new long-acting rubefacient— 


safe and effective 


RUBRIMENT containsa new substance, the 
benzyl ester of nicotinic acid, which gives a long- 
lasting rubefacient effect. Experimental studies 
have shown that even after prolonged and re- 
peated application no damage or irritation to 
the skin structure was caused. 

Ten minutes after application there is a feel- 
ing of warmth and the area becomes flushed. 


This redness is due to the dilation of the small 
cutaneous blood-vessels. Clinical reports have 
been received of the efficacy of Rubriment for 
relief in such conditions as muscular rheuma- 
tism, lumbago, fibrositis, strains and sprains. 
The immediate and prolonged vasodilatory 
action of Rubriment also provides relief for 
unbroken chilblains. 





Available in two forms Rubriment (2.5% 
nicotinic acid benzyl ester and 0.1% Capsicin) 
is available either as a cream or as a liniment, 
both of which are non-greasy. 

The cream is rapidly absorbed and needs 





only gentle application. It is supplied in tubes 
of 20 g. (approx.). Basic price to N.H.S., 2/2d. 
The liniment lends itself to massage, if this 
is required. It is supplied in bottles of 2 fl. ozs. 
(approx.). Basic price to N.H.S., 3/-. 








Directions for use One application per day has 
been found to be effective for the majority of 
patients, though a fresh application may be made, 


if necessary, at more frequent intervals. Rubriment 
is not advertised to the public and can be pre- 
scribed on E.C.10. 


RUBRIMENT Horlicks Limited 


PHARMACEUTICAL DIVISION 


SLOUGH BUCKINGHAMSHIRE 
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BENYLIN EXPECTORANT* is a rational 
and effective preparation containing 
- Benadryl* and expectorants for the 
re | ] ef relief of cough associated with 
irritative and congestive conditions of 
the respiratory tract. It inhibits the 
0 f cough reflex, alleviates congestive 
symptoms, such as nasal stuffiness, 
and exerts a soothing effect on the 
upper respiratory mucosa. Benylin 
Expectorant is presented as a pleasant 
raspberry-flavoured syrup, and as it is 
free from opiates is suitable for 
children as well as adults. 


> apie 
Nr 


Benylin Expectorant 


chy demulcent - decongestant 


Supplied in bottles of 4, 16 and 80 f. ozs. 


ten Parke, Davis & Company Ltd. (/nc. U.S.A) Hounsiow, Middx. Tel.: Hounslow 236! 
234 








et 


van? 


2 
- 
> 











A 62 THE PRACTITIONER 

















Napki =e 
apkin Ras peace | ' 


PREVENTION and treatment | FORMULA: 0 


Benzalkonium 





DRAPOLENE is a cream formulated specifically for the chloride,0.01% ina : 709 
prophylaxis and treatment of urinary dermatitis. The : water miscible base : ss 
water miscible property of the cream allows ease of app- : ” 
lication and facilitates the napkin toilet. The application PACK : S04 
of DRAPOLENE to both mild and severe forms of urine See. eben : 
rash provides a soothing effect which gives relief from the +> noe : 404 
distress associat- :  11b. dispensing jars. : 
ed with all forms : ; 0-7 


- urine rash. Gia g atdhpabiyosedonnsvkitenbeale : 
a bl I i = . : 3 204 
MU AEM ficccentrescon. 3 . 


‘ firm that even the : 
| id Ws | severestcasesre- ; 
spond satisfact- : 


orily in four to 
PRESCRIBE DRAPOLENE BY NAME six days. 











CALMIC LIMITED, CREWE. Phone Crewe 3251-5 LONDON: 2 Mansfield St., W1 Phone LANgham 8038-9 
Dl 
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“ This extraordinary drug”’ 


In 
Prolapsed 


Intervertebral 
Disc 


Butazolidin 


Two recent reports praisc the high value of 
BUTAZOLIDIN in the treatment of disc lesions 
One author, reporting a ‘‘90% success rate" 
in over 50 cases and ‘‘dramatic relief in the 
first 36 to 40 hours,’ expressed his belief that 
it performs a ‘‘ medical manipulation.” (1) 
The second author stated that ‘‘in all the 
patients (25) the relief from pain was rapid and 
the condition was usually cured by the end 
of the 6-week period.’’ (2) 

1. Lancet, i (1956), 966 and 1069 

2. idem 1069. 


Detailed literature is available on request 


Geigy Pharmaceutical Company Ltd., Wythenshawe, MANCHESTER 23 
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The original easy-to-take, 
two-in-one tablet 


for the prompt and 
prolonged relief of 
ASTHMA 


ISO-BRONCHISAN was first produced in 1953 and offers a fresh approach to 
the problem of effective asthma control. The tablets, which are pleasant to 
take, have a coating containing easily dissolved Isopropyl-Nor-Adrenaline, 
a most potent bronchodilator, which, when absorbed by the sublingual 
route, produces the prompt relief of bronchospasm. The rest of the tablet, 
when swallowed, releases Ephedrine and Theophylline in balanced propor- 
tions and these, slowly absorbed along the alimentary tract, ensure long 
sustained antispasmodic action on the bronchial smooth muscle. 


ISO-BRONCHISAN 


IMMEDIATE RELIEF Prescribable on Form B.C. 10. 








Each tablet contains Isopropyl-Nor-Adrenaline 
(Isoprenaline) —— er: +; Ephedrine hydro- 
PROLONGED ACTION chler. gr. 2/5; Theophylline gr. 2. In tubes of 
20 tablets and bottles of 100 tablets. Tablets con- 
taining smaller quantities of the effective in- 
gredients are now available for use in Paediatrics. 


Samples and literature available on request : 


SILTEN LIMITED * SILTEN HOUSE * HATFIELD * HERTS ° ENGLAND 
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Between visits to the surgery 


=* 


ip 
BENZEDREX INHALER 
relieves nasal congestion 


quickly and safely 


Even in severe congestion ‘ Benzedrex’ Inhaler produces 
relief that lasts for at least ninety minutes. ‘ Benzedrex’ 
Inhaler contains SKF’s specially developed vasoconstrictor 
—propylhexedrine. It produces almost no central nervous 
stimulation. 


Each ‘Benzedrer’ Inhaler is packed with 
propylheredrine 250 m7. and aromatics. 


@ Smith Kline & French Laboratories Ltd Coldharbour Lane, London SE5 


*Benzedrer’ is a trade mark 
8X: PAI0O7 (co!) 
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will help your elderly patients 


‘OVALTINE’ is a wholly beneficial nutrient beverage. It is a nourishing 
and sustaining dietary supplement of acknowledged worth in helping to 
build up bodily strength to withstand the frailties and risks which may 
accompany the declining years. 

Its concentrated nourishment—provided by malt, milk, cocoa, soya and 
eggs, and added vitamins—is in a form which even weak or impaired diges- 
tive systems will readily accept. When solid food cannot be taken or 
mastication is difficult, ‘Ovaltine’ will prove an easy and convenient means 
of administering necessary nutriment. 

Delicious, soothing and nourishing at all times, it is particularly advan- 
tageous at bedtime, since it helps to promote the conditions favourable to 
natural, restful sleep during which its restorative ingredients can be fully 
utilized by the body. 


Vitamin Standardization 
per oz.—Vitamin B,, 0.3 mg.; 
Vitamin D, 350 t.u.; Niacin, 2 mg. 


A WANDER LIMITED, 42 Upper Grosvenor Street, Grosvenor Square, London W.1. 


Manufactory, Farms and ‘Oval tine’ Research Laboratories: King’s Langley, Herts. M.380 
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the newest proven modification of PAS for safe, acceptable, convenient and 
therapeutically reliable performance in combined regimens with I 


B-PAS (Wander), 4-benzoylamino-2-hydroxybenzoate, first introduced by our 
Research Laboratories in 1948, is an acknowledged contribution to tuber- 


culotherapy. 


ADVANTAGES 


CALCIUM B-PAS (Wander) is virtually insoluble. 

It provides high blood levels of extended duration. 

It is practically tasteless. 

It is well tolerated and best suited for domiciliary use. 


MULTIPLE PRESENTATION FOR COMBINED REGIMENS 


CALCIUM B-PAS (Wander) is available as such in two convenient forms: 
Powder and Cachets. Content in each form is ranged so that the daily regimen is 
simplified. The 3.5 g. Powders taken with a draught of water or milk are especially 
acceptable. For combined regimens of B-PAS and INAH, ‘B-PASINAH’ 
Powders and Cachets according to preference supply the advantage of concurrent 
therapy in readily acceptable form which practically ensures the patient’s 
co-operation in carrying out instructions. 


PACKINGS 
CALCIUM B-PAS EZCrgs 


Powders: Tins of 150 and 500 x y 4 g. envelopes 
Cachets: 80 and 400 x 1.0 g. 
Sodium B-PAS (Wander) also available in 1.5 g. Cachets 


‘B-PASINAH?® (B-PAS plus Isoniazid) 


Powders: Calciuin B-PAS (Wants 3.5 g. 
Isoniz id .. 87.5 mg. 

Tint of 150 and 400° 

Cachets: Calcium B-PAS cwante 1 g. 
25 mg. 


Tins of 100 and 400” 
Full Abstracts from Literature on B-PAS, also details of institutional quantities and prices sent on .equest. 


*PASINAH’ Cachets of 1.5 g. Sodium PAS and 17, 25, 33 or 50 mg. Isoniazid also available. 
Tins of 100 and 500 


All Wander tuberculostatic products are obtainable from usual pharmacists or direct from 


A. WANDER LTD., 42 Upper Grosvenor St., Grosvenor Sq., London W.1 


CANADA: A. Wander Lid., Peterborough, IA: Khatau Bey mms Co., — 
Ontario. AUSTRALIA: A. Wander Ltd. bers, Fort Street, Fort, Bombay, 

, 1. PAKISTAN: Trading Co. 
Devonport, Tasmania. NEW ZEALAND : (Pakistan) Ltd., P.O. Box 30, Karachi 
A. Wander Ltd., Christchurch. CEYLON: A. Baur . Ltd., Colombo 
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‘migril for 





migraine 





D ispels headache 
Diisperses visual disturbances 


D cfeats nausea and vomiting 


A new product—‘ Migril '—provides, for the first time, a successful 3-way 
attack on migraine. 

‘Migril’ contains ergotamine tartrate (2 mgm.), caffeine (100 mgm.) and 
cyclizine hydrochloride (50 mgm.) in each tablet. The inclusion of cyclizine 
hydrochloride not only eliminates the nausea and vomiting often associated 
with migraine but also enables larger and more effective doses of 
ergotamine to be administered. 


migril 


BRAND 


Ergotamine Compound (Compressed) 
PACKS OF 10 AND 100 





bral BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
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In post-haemorrhagic states; as a therapeutic or precautionary 
measure during and after pregnancy; in adolescents, old people 
and those of unsound dietary habits, Ferraplex B is ideal for 
iron-deficiency anaemias of all kinds. 


It contains adequate FERROUS iron in a form yielding rapidly 
increased and sustained haemoglobin levels. 


The supplements it contains—copper, complete vitamin B complex, 
ascorbic acid—ensure that not only the additional iron but that 
present in the diet is fully utilised for haemopoiesis. 





It is extremely well tolerated by patients of all ages, even those who 
usually react unfavourably to unmodified doses of iron salts. 


COMPOSITION 
Average daily dose of six FERRAPLEX B VITAMIN B COMPLEX EXTRACT: 2 grammes 
tablets contains: prepared from brewers’ yeast and including 
Aneurine hydrochloride (Vitamin Bz) . . 3 mg. 
FERRI SULPH. EXSICC., B.P..... I gramme Ri : 2 (Vi eas. «cts: ee 
COPPER CARBONATE.......... 2 mg Nicotinamide ......s+eeeeeee08 30 mg. 
. : and all the other naturally occurring factors of 
ASCORBIC ACID (Vitamin C)..... 50 mg. the vitamin B complex. 


Bottles of 50 tablets: 5/3d (Retail); 250 tablets 15/6d (Basic N.H.S. price). 


GOFERRAPLEX B 


c tL. BENCARD LTD - PARK ROYAL: LONDON - N.W.10 
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Well in the lead... 


Penicillin-V-Lilly is an effective oral penicillin that is 
- stable in the acid form and is not inactivated by gastric 
‘ secretions. For the first time in oral penicillin therapy, 
“S 
S 






clinical results produced are consistently comparable 
with treatment by parenteral penicillin. 





When the case calls for penicillin let Penicillin-V-Lilly 
the penicillin that “ passes the acid test ’—be your 
choice. 






The average dose is 0.5 Gm. daily—125 mg. four times 
in 24 hours, increased in severe infections. 







Available as 
* Palvules’ 125 meg. (200,000 units), also 250 mg. and 60 mg. 
Paediatric 
Sus sion 62.5 mg. per 5 cc. For paediatric use. 
) I 







and as Tasiers and Suspension Penic illin-V-Sulpha Lilly 











PENICILLIN-V-LILLY 
A Litty DISCOVERY 


ELI LILLY AND COMPANY LIMITED, BASINGSTOKE, ENGLAND 
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THE MONTH 


INEVITABLY, malignant disease must assume priority in any review of 
diseases of the breast. The four articles on the subject in our symposium 
this month give grounds for sober optimism. The only 
The sound basis for prevention is still early detection of the 
Symposium disease at a stage when radical removal can be ensured. The 
most interesting development is the theory of hormone 
dependence, ably and authoritatively reviewed by Professor George Lumb. 
The practical implications of this new approach to the problem, in the form 
of adrenalectomy and hypophysectomy, are reviewed by Mr. Alan Hunt, 
who summarizes the present position by saying that a patient with metastasi- 
zing carcinoma of the breast has a 50 per cent. chance of being relieved of 
her symptoms for anything up to two or three years if she undergoes one 
of these operations. He rightly draws attention, however, to one aspect of 
the subject which tends to be overlooked: their indiscriminate use. This, 
he points out, ‘is an abuse of the powers that have been given us by the 
advance of modern scientific methods. We must only operate on those 
patients in whom the palliation may be judged worth while’. What the 
surgeon must ever remember, in Professor John Bruce’s words, is that 
‘there is a quality as well as a quantity to human existence that all of us are 
apt to forget once in a while—some of us more than others’. In the differen- 
tial diagnosis of carcinoma of the breast in its early stages, perhaps the most 
difficult problem is set by the nodular breast. Mr. Handley’s article on 
‘Chronic Mastitis’ will therefore be read with particular interest, with its 
pointed reminder that ‘to diagnose disease in the breast solely because of 
pain or nodularity is unjustifiable’. 














THERE can be nothing but praise for the Fellowship for Freedom in 
Medicine for the initiative they have shown in producing a detailed scheme 
for reforming the National Health Service (“Towards a 
A Reformed Reformed Health Service’). It may not be perfect, and it 
N.HLS. will certainly be rejected by both the major political parties 
—by the ..cialists because it is the antithesis of a whole- 
time service and by the conservatives through fear of its possible adverse 
effect upon their fate at the next General Election. On the other hand, it is 
the first carefully thought out plan to save the profession, and their patients, 
from the dire results of bureaucracy and to salvage something from the 
chaos of the last decade. As such, it deserves the careful attention of 
every member of the profession. 
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The essence of the scheme is a State-subsidized compulsory insurance of 
doctors’ and hospital fees by those in a position to pay for it, and a free 
Health Service for all others. Every insured patient would be a private 
patient and for the price of, roughly, ten cigarettes a week he would be 
covered (with his family) for about 88 per cent. of his doctor’s bills and 96 
per cent. of his treatment as an inpatient. It is estimated that the scheme 
would effect an immediate saving to the Exchequer of around £140 million 
a year but the professional advantages would be equally great—to both 
doctor and patient. The ‘traditional and invaluable personal relationship’ 
between doctor and patient would be restored. The family doctor would 
regain his status and enthusiasm for his work and would no longer be 
treated as a ‘sorter-out of patients for hospital’. He would be encouraged 
to undertake such investigations and forms of treatment as lie within his 
power, instead of referring so many patients to hospital. Finally, and perhaps 
most important of all, he ‘would be freed from bureaucratic interference and 
from the threat of a State monopoly in medicine; and a halt would be 
called to the deterioration in medical standards which has been set in train 
by a system so devised as to assure an income for doctors, regardless of 
the quality of their work’. 


SURGERY recognizes no frontiers. Such is the challenge that has been 
accepted with such commendable enthusiasm and energy by the surgeons of 
this new Elizabethan era. Its implications are far-reaching 


The Art and were ably reviewed by Professor John Bruce in his 
and Science inaugural address as Regius Professor of Clinical Surgery in 
of Surgery the University of Edinburgh, which is published in the cur- 
rent issue of the University of Edinburgh Fournal (1957, 18, 
226). In the first place, ‘the clinical and laboratory investigation of the chroni- 
cally or seriously ill patient can now only be carried out efficiently in the 
wards and laboratories of a well-equipped hospital’. In the second place, ‘the 
day of the general surgeon is gone’. ‘For the most part it is in the specialized 
units that the frontiers of surgery are being advanced’ and ‘such units must 
be an integral part of the main teaching hospital if it is not to forfeit its 
birthright’. 

Such reorientation of surgical practice need not interfere with the teach- 
ing of surgery to undergraduates. Indeed it should lead to a closer inte- 
gration of medicine and surgery, the dividing line between which is gradually 
disappearing as surgery extends its useful sphere of activity. Professor 
Bruce goes so far as to say that ‘if the undergraduate were to learn his 
surgery, part in unison with medicine, part in the outpatient clinics, the time 
devoted to surgery in the curriculum could be shortened materially and 
without sacrifice’. Surgery, however, is still an art as well as a science, and 
the ‘last word’ in the inaugural address is what one would expect from an 
incumbent of one ef the great Chairs of Surgery: ‘If the surgeon of today 
must be well grounded in the science of his craft, and skilled in its practical 
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applications, he must at the same time retain a broad human sympathy... . 
Perhaps the greatest challenge of modern surgery is to retain in the midst of 
so much science the essential humanism of our art. Our forebears made 
surgery safe for the patient; we ourselves have seen the patient made safe 
for surgery; on us is the duty, and to us the privilege, of ensuring that the 
surgeon is kept safe for both’. 


‘Tue chances of an expectant mother dying as a result of her pregnancy or 
from causes directly associated therewith have fallen from 1 in 226 in 1928 
to 1 in 1,500 in 1955. Nevertheless, the number of maternal 
Modern deaths is still higher than it need be and constitutes a challenge 
Midwifery to the practitioners of midwifery’. It is on this stimulating 
note that Mr. Arnold Walker and his colleagues introduce 
their ‘Report on Confidential Enquiries into Maternal Deaths in England 
and Wales 1952-1954’ (H.M. Stationery Office, price 3s. 6d.). Their report 
shows that, taken together, toxemia, hemorrhage, abortion, and pulmonary 
embolism accounted for two-thirds of the 1,094 deaths directly due to 
pregnancy and childbirth occurring in the three years 1952 to 1954, which 
were investigated by the authors. Sepsis accounted for only 3.8 per cent. of 
the deaths, compared with 37 per cent. twenty-five years ago. 

The most salient feature of the report is that avoidable factors were 
found in so many of the cases: 52 per cent. of those due to toxemia of 
pregnancy, 61 per cent. of those due to hemorrhage, and 26.5 per cent. of 
those due to pulmonary embolism, whilst 108 of the 153 deaths from abor- 
tion were considered avoidable in that the abortion was procured for non- 
therapeutic reasons. Nearly one-quarter of potential ‘ avoidability’ (not 
including abortion) is attributed to the mother’s refusal or neglect to follow 
medical advice or to seek such advice. The crucial points for obtaining a 
further reduction in maternal mortality are better antenatal care, prompter 
and more effective treatment of hemorrhage, and better selection of cases 
for specialist care in hospital. This is a report which should be carefully 
studied by every general practitioner who practises midwifery, as well as by 
those responsible for the organization of the obstetric services of the 
country. 


WHEN the history of the conquest of tuberculosis comes to be written, the 

name of Sir Robert Philip will be the dominating figure throughout those 

formative years when the master-plan, now nearing its 

Sir successful culmination, was being evolved. He was one 

Robert Philip of the first to realize the implications of Koch’s discovery 

of the tubercle bacillus, and he was the first to apply these 

implications as the basis of a coordinated scheme for bringing the disease 

under control. His list of priorities in this field is indeed impressive. He 

founded the first tuberculosis dispensary in the world in Edinburgh in 
1887, and he was the first Professor of Tuberculosis in the world. 
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These, and many other, aspects of one who has been rightly described as 
‘physician and statesman of preventive medicine’ are admirably portrayed 
in a slim volume of memoirs by his friends and pupils (‘Sir Robert W. 
Philip 1857-1939’. Edited by Harley Williams. London: National Associa- 
tion for the Prevention of Tuberculosis, price 12s. 6d.) which has just been 
published to commemorate the centenary of his birth. In the heyday of the 
Edinburgh School of Medicine he stood out as the dominating personality 
in a School which was renowned for the versatility and rugged individualism 
of its leaders. As Professor D. M. Dunlop points out in this centenary 
memoir, he could equally well have been a statesman, a prince of the 
church, a legal luminary, or the master of an Oxford college. Combining the 
attributes of all these with a shrewd clinical acumen, it is not surprising that 
he dominated the world of tuberculosis so long and so outstandingly. As a 
lover of the arts and a protagonist of gracious living he belonged to a genera- 
tion which the Welfare State is fast sweeping into the limbo of the past. For 
this reason, if for no other, those who had the privilege of knowing him 
will treasure th's volume of tributes from those who knew him best. 


‘Wit this study we have proved statistically that there is no reliable 
evidence of the moon’s influence on the daily birth rate’. With this cate- 
gorical statement, Ernest T. Rippman, of the George P. 
Lunar Geisinger Memorial Hospital, Danville, Pa., attempts to deprive 
Lying-in us of yet another of our age-old beliefs. In a series of 9,551 
vaginal deliveries he could find no correlation between the 
phases of the moon and the number of deliveries (Amer. 7. Obstet. Gynec., 
1957, 74, 148). Examples of the figures quoted are that during the ten 
years covered by this survey, 324 babies were born at full moon and 334 
at the new moon. The average daily birth rate in the hospital was 2.62. 
During the period of the investigation this rate was 6 or more on 13 occa- 
sions: seven times at full moon and six times at new moon. 

To the non-statistician this last observation would seem to suggest that 
the possibility of some association between the state of the moon and the 
birth rate is not altogether excluded. There would certainly appear to be a 
loophole cf escape for the enterprising moon-worshipper. Whatever the 
answer may be, the student of old wives’ tales will be interested to learn 
that this is the fourth ‘scientific’ study of the subject to be published during 
the last twenty years. In 1938 a German observer reported that more 
deliveries occur seven to nine days after the full or new moon. Some twelve 
years later, Hosemann is reported as showing ‘with tables and diagrams that 
the phases of the moon have no connexion whatsoever with the daily birth 
rate’. Almost simultaneously, however, an American observer reported that 
in a five-year period, with 2,691 births, ‘a lunar effect was noticeable in 40 
months, or in 66.7 per cent’. Old tales, like old soldiers, never die: they 
merely fade away, but this particular one looks as if it were going to take an 
unconscionable time dying. 








THE EPIDEMIOLOGY OF 
CARCINOMA OF THE BREAST 


By PERCY STOCKS, C.M.G., M.D., F.R.C.P. 
Senior Research Fellow, British Empire Cancer Campaign 


CANCER has not been a notifiable disease in any country, with the recent 
exception of Norway, and it is not possible to say with certainty whether in a 
population of women of a particular age breast cancer is appearing more or 
less frequently now than it did half a century ago. 


FREQUENCY OF OCCURRENCE 
In recent years efforts have been made in a number of areas to ascertain by 
registration and other procedures every case of the disease coming for the 
first time to the notice of hospitals and medical practitioners during one or 
more years, and to estimate morbidity rates. 

Results from such inquiries are shown in table I, the rates being based 
upon the cases newly reported or registered as deaths during the years 
specified. 

The United States study was carried out in 10 areas with a total white female 
population of 6 million (U.S. Department of Health, 1954); the Connecticut inquiry 
over five years covered a female population of a million (Griswold et al., 1955), and 
the Iowa study in 1950 covered a population of 1.3 million females (U.S. Depart- 
ment of Health, 1955). The Copenhagen rates are from data by the Danish Cancer 
Registry, which did pioneer work in this field (Clemmesen and Busk, 1949), and 
the Tyneside and Durham rates for 1953-54 have been calculated from data relating 
to residents in Tyneside conurbation and Durham County furnished to me by 
courtesy of the cancer organization of the Newcastle regional hospital board. 
Three of the series of rates are depicted in figure 1. 





} 75 and 


Region surveyed Years 25-34 | 35-44 | 45-54 | 55-64 | 65-74 over 








Copenhagen | 1942-44 | - eo 155 | 23% | 270 
U.S.A. (10 areas) | 1947 78 151 201 | 253 | 359 
Connecticut State 1947-51 64 119 153 207 | 313 
Iowa State 1950 67 158 194 248 323 
Tyneside and Durham | 1953-54 5° 100 137 195 | 312 











Tas_e I.—Mean annual rates of cancer of the breast (newly reported cases and deaths) per 
100,000 women at different ages. 


In all these studies, age and period of occurrence relate to the date of 
registration or reporting as a new case or to the date of death if the case had 
not been reported. An alternative method, which I have tried out in the 
British Empire Cancer Campaign’s survey of the Liverpool hospital region 
and North Wales during 1952-56, is to ascertain, either from the patient 
herself, or from the husband or near relative after death, the calendar year 
in which the first sign or symptom appeared, and to classify all cases with 
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onset in a particular year according to age and place of residence at that 
time. This procedure has theoretical advantages for breast cancer since the 
first noticing of a tumour is usually well remembered, and the age and time 
of this ‘onset’ gives a better measure of the true inception rates than first 
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Fic. 1.—Morbidity and mortality rates of carcinoma of the breast. 











treatment or date of death when unreported. The time interval between 
onset and death averages about three years, and the interval between onset 
and medical reporting varies considerably, so that for some years after a 
survey by the usual method is started the number of new cases ascertained 
in a year exceeds the annual rate of inception. This may account for the 
higher rates in the United States and Iowa single-year surveys than in the 
Connecticut 5-year inquiry. 

The alternative method is more difficult to carry out since it necessitates 
continuous collection of records for several years beyond the index year 
chosen for rate calculation. From the data a correction can be estimated to 
allow for cases which have not yet come under observation by the end of the 
extended period. Provisional inception rates thus obtained for breast cancer 
with onset of first signs during 1953-54 among women resident in the 
Lancashire part of Liverpool hospital region (excluding Liverpool itself 
but including other county boroughs) were as shown in figure 1, the graph 
being almost rectilinear. 


RATES OF MORTALITY 
In countries having well-established systems of death registration the 
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statistics derived from certification of breast cancer are at present more 
reliable for purposes of international comparisons, and they provide means 
of estimating the trend of incidence during the last few decades if it is 
assumed that fatality has not changed. In table II rates for eight countries 
have been assembled from the recent report by the World Health Organiza- 
tion (1957). The first five countries show remarkable similarity in death 
rates at ages between 35 and 60, but Denmark has higher rates after age 60. 
In Italy and Finland the rates are considerably lower throughout. In Japan 
mortality is extremely low in comparison with other countries for which 
statistics are available, rates being only one-fifth of those in England and 
Wales at ages between 40 and 65. The rates are shown graphically for five 
countries in figure 1. 





England — 
Age and |Denmark| Canada | , NeW 
group Wales Zealand 


U.S.A. | Finland | Italy | Japan 


25- I 8 I 2 0.4 I 0.5 
30- 5 4 6 3 3 | 2 
_. 4 14 13 pe 14 7 10 4 
40- 30 | 325 25 27 13 17 7 
46 42 48 48 42 24 9 
56 58 51 61 54 31 i he 
71 7° 65 35 ae ee 
84 | 82 72 76 42 46 | 13 
101 113 80 88 51 5° | 13 
118 138 113 102 104 41 66 | 14 
143 178 137 147 132 62 82 
177 186 157 95 | 17 


227 324 236 265 186 38 109 | 19 














TABLE II1.—Mean annual death rates from breast cancer per 100,000 women in 1952-54 in 
eight countries. 


The low rates in Japan cannot be accounted for by defects in registration 
at ages up to 65. The total cancer rates for women are only slightly below 
those of England and Wales, and the standardized death rates for gastric 
and uterine cancer are double those in this country. The combined expecta- 
tion of dying from breast and uterine cancer during the next 30 years among 
1000 women aged 30 must be about 20 in Japan compared with 22 in 
England, the lower risk from breast cancer being compensated up to age 
60 by the higher risk from uterine cancer (Stocks, 1956). 

Breast cancer death rates in England and Wales have varied little during 
30 years, except that rates have tended to rise slightly at ages under 45. 
When the mortality of ‘cohorts’ of women born about 1870 and at intervals 
to 1905 is studied, the graphs in figure 2 show how slight on the whole has 
been the change. If the great fall in fertility between 1885 and 1935 is 
remembered, and the connexion between breast cancer incidence and 
child bearing, a considerable rise in death rates after age 45 would have been 
expected, and the fact that this has not occurred suggests that there may 
have been a compensating improvement in survival rates (Stocks, 1953). 
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MARITAL HISTORY AND SOCIAL CLASS 
A greater liability of single women to breast cancer was shown by statistics 
in Italy more than a century ago (Stern, 1842). This seems to have been 
forgotten until in the Registrar General’s Report for 1913 it was shown 
that the standardized rates in 1911-13 for England and Wales were 346 
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Fic. 2.—Death rates from breast cancer in England and Wales of women born about 1870, 
1875, 1885, 1895 and 1905. (x denotes the rates in years 1952-1954.) 


per million among single women and 238 among the married and widowed; 
and the 1923 Report gave the rates in 1911-20 as 343 and 238, with excess 
for single women at each age after 35. This was repeated in 1930-32, and the 
death statistics of the United States showed a similar excess at ages over 40. 

Peller (1940) found from histories of 2,927 women over 45 with cancer, 
seen at Vienna University Clinics, that, whereas in the childless group 18 
per cent. of the cancers were of the breast, the proportion fell to 8 per cent. 
among women with eight or more children, no such change with family size 
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being found for gastric or intestinal cancer. Dorn (1943) found from 
Australian data that the death rate was higher among single women than 
among married women with children, and a relation with previous fertility 
has also been demonstrated in France (Denoix, 1954). Inverse correlations 
between breast cancer rates and birth rates were also found in England and 
Wales (Stocks, 1939) and in Denmark (Clemmesen, 1951). 

Table III compares death rates among single women, infertile and fertile 
married women, and all married women, according to the social class of their 
husbands, derived from data furnished by the Registrar General (Stocks, 
1955a). The standardized figures at the foot of the table show no difference 
between single and infertile married women, but the fertile married group 





1 Married Married (by social class) 
Age Single : . . 
group Infertile All Fertile I II Ill I\ \ 
Mean annual death rates per million 
25 28 30 37 19 33 25 36 
35 278 214 260 195 226 180 216 
45 669 725 479 436 602 502 499 357 416 
55 995 1,075 725 668 1,076 807 726 626 651 
65 and 
over 1,495 1,550 1,047 967 1,366 1,149 1,089 907 943 


Comparative mortality in terms of all married women (= 100) 


| 


136 139 100 93 133 106 97 83 gI 











Tasie II1.—Mortality from breast cancer of women in England and Wales, 1950-51, 
by age, marital status, fertility and social class. 


has much lower rates than either at ages over 45. There is also higher 
mortality in classes I and II than in the partly skilled and unskilled classes 
IV and V, where fertility is, of course, higher. Childbearing is evidently 
associated with a reduction in the risk of dying from breast cancer after the 
reproductive period is over. ‘The social class gradient can be partly accounted 
for in this way but not entirely. The family census of the Royal Commission 
on Population (1951) showed that the percentages of all women who had 
married in 1900-09 and 1925, and who at the time of the survey had pro- 
duced no children, 1-4 children and 5 or more children, were as follows: 





Date of Professional class Labourers’ wives 
suerte None 1-4 5 ormore | None 1-4 | 5 or more 
1900-09 10 76 14 9 47 | 44 
1925 18 79 3 13 64 23 





From a study of the histories of hospital patients which I have been conducting 
in the Liverpool hospital region and North Wales for the British Empire Cancer 
Campaign, preliminary data from Merseyside (see table IV) showed that of 365 
married and widowed women between ages 45 and 75 with breast cancer, 70 had 
five or more children, whereas 105 were expected from a control series without 
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cancer in the same hospital. The ratio of actual to expected numbers was 1.13 
among those with fewer than five confinements and 0.67 among those with five or 
more. From hospital histories collected in London (Smithers et al., 1952) combined 
with census data, corresponding ratios of 1.06 and 0.76 were found (Stocks, 1953). 


When these ratios are applied to the proportions in the two social classes 
given above, the breast cancer rates in the professional group should exceed 
those in the labouring group by 15 to 20 per cent. for women who had 
married in 1900-09 and by 5 to 10 per cent. for those who had married 
about 1925. Table III shows a much larger excess than this, particularly 
at ages after 55, indicating that some social factors besides fertility must be 
concerned. 
AGE AT MARRIAGE 

The ages at marriage and numbers of confinements of 421 women aged 
45-74 with breast cancer in Merseyside were compared with those of a 
series of 718 patients of the same age distribution without cancer (table IV). 

















No. of women by duration of marriage and Total no. of women 
by age when seen with breast cancer | aged 45-74 
Age at : 
marriage Less than 25 years | 25 or more years 

45-54 | 55-64 | 65-74 | 45-54 | 55-64 | 65-74 | Actual | Expected 
16-19 3 2 3 7 9 10 34 50 
20-24 21 8 4 32 41 38 144 166 
25-34 43 5 5 21 4! 34 149 | 125 
354+ 12 8 II — | 3 4 38 24 
Total 79 23 23 60 94 86 365 | 365 
Single 19 21 16 - — ~ 56 | 37 

Distribution of the Total confinements to —_—— 

women by number of women of each age eae ae memnents 

confinements group to all the women 

0-2 3-4 s+ 45-54 | 55-64 | 65-74 | Actual | Expected 
16-19 II 6 17 30 76 61 167 | 211 
20-24 68 41 35 138 167 162 | 467 642 
25-34 89 44 16 146 gI 107 | 344 330 
35+ 36 2 6 9 7 26 | 23 
Total 204 gI 70 320 | 343 341 1,004 | 1,206 

4 





Tas_e 1V.—Distribution of women in Merseyside with breast cancer, classified by age 
at marriage, present age, duration of married partnership and number of confinements. 


A smaller proportion of the married and widowed with breast cancer had married 
before age 25 than among the non-cancer controls of the same ages: namely 9 per 
cent. before 20 instead of 14 per cent. and 39 per cent. at 20-24 instead of 45 per cent. 
When differences in age at marriage, present age and length of married partnership 
have all been allowed for, the number of confinements recorded among those who 
had married before 25 was 634 compared with 853 expected; but for women who 
had married at a later age the number of confinements agrees with the calculated 
expectation. 


This suggests that a dearth of confinements during the first 10 years or so 
of the reproductive period increases the risk of breast cancer developing 
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after 45. It marriage is delayed, however, the number of subsequent 
confinements seems to be unimportant. 

Delay in marriage presumably increases the risk because the breast is 
able to function normally during a smaller fraction of the reproductive 
period. The opposite kind of association with early marriage, which has 
been demonstrated by statistics for cancer of the cervix uteri, arises almost 
certainly from the action of extrinsic carcinogens and not from the greater 
frequency of childbearing which accompanies earlier marriage (Stocks, 
1955b). In table V these effects can be seen from the distribution of ages at 
marriage among women with cancer of the breast, stomach and cervix whose 
histories were obtained in the British Empire Cancer Campaign’s survey of 
the Liverpool hospital region, North Wales and the Isle of Man. 




















Present age 45-54 Present age 55-64 Present age 65-74 
Lt eee ees ee - eee 
marriage) Br. | St. | Ce. Br. St. Ce. Re. | B..) Ca 
16-19 | 5.4 8.0 22.4 4.7 7.4 15.3 8.2 14.5 | 17.9 
20-24 33-4 | 42.7 48.5 36.3 33-3 50.3 34-7 41.4 | 37-4 
2571 61.2 | 49.3 29.1 57-0 59.3 34-4 57-1 | 44-1 | 44-7 
Total in | | | 
group | 428 | 75 134 400 135 157 415 | 230 123 








TaBLeE V.—Distributions according to age at marriage (expressed as percentages of the 
g to ag P ges of th 
group totals) among women seen with cancer of the breast, stomach and cervix, in 
1952-56. 


LACTATION 

The hypothesis that normal functioning of the breast diminishes the risk 
that cancer of the organ will develop in later life finds support from the 
frequency of the disease in Japan where the extremely low rates shown in 
table II cannot be accounted for by the higher birth rates alone. Breast 
feeding in Japan is customarily prolonged over periods up to three years. In 
a series of 4,180 women without cancer in rural areas of Japan the average 
lactation period per child born was 18.9 months, 85 per cent. of the children 
having been breast fed (Segi, 1955). Where the number of children born 
had been four or more, the average lactation periods in months per child 
compared as follows with those for breast cancer patients at ages over 40, 
when the history was obtained :— 











Ages 40-49 Ages 50-59 Ages 60-69 
Breast cancer (881 cases) 16.5 16.3 17.8 
Controls (1,777 cases) 18.2 18.1 19.5 








Among the cancer patients over 40 the average lactation period per child born 
had been 1.7 months shorter than among controls of the same age; and the average 
number of children born to women over 40 with breast cancer in rural areas was 
about 3.4 compared with 5.0 for all women of those ages. The total months of 
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lactation per woman must therefore have averaged about 55 for the cancerous 
compared with about 90 for women over 40 in general. If there is a protective 
effect its manifestation in death rates would be expected to depend upon the total 
duration and, taking into account the great individual range of this quantity in the 
Japanese women, from zero to several hundreds of months, it follows from such a 
difference between the cancer and control averages that the risk of breast cancer is 
considerably greater among Japanese women whose total duration of lactation has 
been small than among those whose total duration has been large. In Britain, the 
average total duration must be less than 1} years in contrast with about 7} years in 
Japan, whilst the death rates from breast cancer are about five times as great (see 
table I1). 


According to the data given by Segi for women in rural areas, among 
$75 without cancer and having 1, 2 or 3 children the average duration of 
lactation per child born was 21 months, and breast cancer patients with small 
families of this size showed no consistent difference in this respect; but, 
since these women with and without cancer numbered only 242 and 467 
respectively, their inclusion with the 881 and 1,777 larger families would 
make no important difference to the calculation, the average total durations 
becoming about 58 and g5 months instead of 55 and go. 

There is a strong suggestion from these figures that lactation has a 
protective action against later development of breast cancer after the 
reproductive period is over, although there is no indication that this applies 
to growths developing during the reproductive period, which form about 
10 per cent. of all breast cancers. Although data relating to the total period 
of lactation of cancer patients were collected towards the end of the survey 
in the Liverpool hospital region, the number of cases obtained was not 
large and it would seem desirable that special studies of this question should 
be carried out, not only in Britain but also in a country such as Italy where 
fertility and duration of lactation are neither as high as in Japan nor as 
low as in this country. 
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HORMONE DEPENDENCE IN 
CARCINOMA OF THE BREAST 


By GEORGE LUMB, M.D., M.R.C.P. 


Professor of Pathology, University of Tennessee, Memphis, Tennessee 


Any account of the role of hormonal influence on carcinoma of the breast 
must start by making reference to the report by Sir George Beatson, in 
1896, that ovariectomy can result in temporary regression of advanced 
inoperable breast cancer. Since this pioneer work many have confirmed the 
findings. In 1905, Lett was able to collect 99 cases which he reported. It is 
interesting to note the figure of 41 per cent. which he quotes for good 
response in patients under 50 years of age: this is so very close to the 
44 per cent. of premenopausal women with metastatic mammary cancer 
who obtained objective remission lasting for an average period of nine 
months in a series reported by Pearson a half century later, in 1955. Pearson 
et al. (1954) were satisfied that withdrawal of estrogen was responsible for 
the improvement. On the basis of these and other similar observations 
(Dresser, 1936; Adair et al., 1949; Douglas, 1952), it seems reasonable to 
assume that slightly less than half the cases of carcinoma of the breast in 
premenopausal women are hormone dependent. 

The transient nature of the good effect following gonadectomy suggested 
to many workers that reactivation of tumour growth might be the result 
of stimulation by gonadal steroids produced in the adrenal glands. Enlarge- 
ment of the adrenals has been noticed in patients following ovariectomy. 
With the availability of cortisone in 1951 came the opportunity for testing 
this concept. Whereas Huggins and Scott had been unable to maintain 
life in their adrenalectomized patients in 1945, Huggins and Bergenstal 
were able to report improvement in patients with prostate and breast 
cancer in 1952. Several accounts are now available of the results of bilateral 
adrenalectomy in the treatment of cancer of the breast and prostate (Taylor 
et al., 1953; Pearson et al., 1953, 1955a and b; Harrison et al., 1953; 
Greening et al., 1954; Pyrah and Smiddy, 1954; Cade, 1955). All show 
essentially similar conclusions: that 30 to 40 per cent. of patients had good 
objective responses whilst the remainder were not improved and in some 
cases appeared to be made worse by the procedure. In those cases which 
benefited there had usually been a good effect following ovariectomy at 
some previous date. Most authors conclude that those cases which benefit 
have tumours which are dependent on circulating steroids whilst those 
which do not are either autonomous or are dependent upon some other 
type of hormone. 
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THE HYPOPHYSIS 

It is obvious that such a line of thought should lead to consideration of 
the possibility of the hypophysis as the source of such a hormone or as an 
additional stimulator of adrenal and ovarian function. In 1953 an important 
paper appeared on this subject: Luft and Olivecrona reported preliminary 
observations on 37 patients with advanced breast cancer in whom hypo- 
physectomy had been performed. Of the 30 cases available for evaluation, 
17 showed improvement for periods averaging approximately ten months. 
Regression of lymph node, pleural, pulmonary, bone, and skin metastases 
was observed in addition to subjective improvement. In none of these 
patients had the adrenals and ovaries been removed previously, so that no 
conclusion can be drawn in regard to whether or not the remissions were 
caused by removal of pituitary hormone or by suppression of gonadal or 
adrenal activity. Subsequently (1955) the same authors reported 20 out of 
50 patients who obtained subjective and objective improvement for periods 
varying from three to twenty-seven months. Pearson et al. (1955c) have 
recorded preliminary findings in 58 patients with advanced breast cancer 
treated by hypophysectomy. The over-all results are somewhat similar to 
those of Luft and Olivecrona, but 11 of their cases had previously under- 
gone castration and adrenalectomy. Ten of these had remissions from 
either or both previous procedures and five obtained further temporary 
objective improvement following hypophysectomy. Ray and Pearson 
(1956), reporting on the same series, gave results of 67 patients surviving 
out of a group of 74. Objective improvement was demonstrable in 28 
patients, whilst in eight the disease appeared to be arrested. Remission 
after hypophysectomy in women in relapse, following improvement from 
bilateral ovariectomy and adrenalectomy, does add weight to the suggestion 
of a specific tumour growth stimulating substance in the pituitary. As 
Graham (1953) has pointed out, however, it has been shown that accessory 
adrenal tissue exists which cannot be removed surgically. Post-hypophy- 
sectomy improvement therefore may mean no more than suppression of 
adrenal function. Kennedy et al. (1956), whilst reporting results following 
hypophysectomy essentially similar to other series, stress the importance of 
the procedure as a method of assessing the effects of the removal of the 
pituitary on other organs such as the adrenal, ovaries, and thyroid. 

Attempts to suppress pituitary activity by irradiation have met with 
failure. Kelly et al. (1951) report dosages of 8,100r to 10,000r in three cases 
with no evidence of resulting hypofunction of the pituitary or of any 
regression of the metastases of mammary carcinoma. Stewart (1952) has 
expressed the belief that spontaneous alteration of the hormonal environ- 
ment may provide the explanation for some instances of long evolution or 
restrained activity of cancer, especially of the breast and prostate. He points 
out that the incidence of clinical breast cancer has two well-defined peaks. 
The first is in the premenopausal period, and this is followed by a sharp 
decrease during the menopause, followed by a second distinct peak. Stewart 
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suggests an altered hormonal environment during the menopause which 
may prove unfavourable to some forms of mammary cancer. 


(STROGENS AND ANDROGENS 

Ovarian function as it is related to carcinoma of the human breast has 
been studied on many occasions. Lane-Claypon, in 1926, observed the 
duration of menstrual life in a series of women and found it to be longer 
in those patients with breast cancer than in the control series. Heiberg 
and Heiberg, in 1940, reviewed the menstrual histories in a series of Danish 
women with breast carcinoma and decided that the menopause occurred 
later in this group than in normal women. A similar conclusion was reached 
by Olch in 1937. Further evidence relating to hormone dependence in 
carcinoma of the breast has resulted from the therapeutic use of androgens 
and cestrogens. Thus, Adair et al. (1949) have shown that relief of pain, 
increase of weight and some regression of tumour masses, in particular 
bony metastases, may result from the use of testosterone. It is not fully 
understood whether this results from specific antagonism of the female 
sex hormone or whether it is a manifestation of the general anabolic effect 
of the steroid. It must be admitted that the dosage required for relief may 
cause distressing symptoms of masculinization and salt and water retention. 

In 1952, Nathanson reported benefit from the use of cestrogens in a 
group of post-menopausal women. The effects were essentially similar to 
those obtained with testosterone. The mode of action of cestrogen in these 
circumstances is unknown. Haddow et al. (1944) have shown that many 
carcinogenic hydrocarbons have the property of retarding malignant 
cellular proliferation, and they noted improvement in cases of carcinoma 
of the breast following estrogen therapy. Most authors have warned against 
giving cestrogens to women before the menopause because of the possibility 
of acceleration of tumour growth. There is no absolute proof that the 
administration of cestrogens to women is likely to cause mammary carcinoma, 
although there is a number of cases such as the one described by Auchincloss 
and Haagensen (1956) in which long-continued administration of estrogen 
preceded carcinoma of the breast. In this case there was a considerable 
degree of epithelial proliferation in both breasts in addition to the 
carcinoma. 

The possibility of the induction of carcinoma of the breast in males as 
a result of estrogen therapy is controversial. Numerous patients with 
prostatic cancer have been treated with ceestrogens, and evidence of proli- 
ferative changes in their breasts is well documented. It might be expected 
that these changes would in some instances give rise to mammary carcinoma. 
A series of cases has in fact been reported in the literature, in which such 
a sequence of events is assumed to have occurred (Jakobsen 1952; McClure 
and Higgins, 1951; Graves and Harris, 1952). It must be pointed out, 
however, that the possibility of metastasis from a carcinoma of the prostate 
is difficult to exclude in such instances, in view of the similarity of the 
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histological appearance between carcinoma of the prostate and carcinoma 
of the breast. 


EXPERIMENTAL FINDINGS 

The mouse has been used as an experimental animal for research into 
cancer of the breast for many years, since Jensen (1903) described the 
spontaneous mammary carcinoma in this animal and subsequently learned 
how to transplant it. The general characteristics of human mammary 
carcinoma are so similar to those seen in the mouse that it seems at least 
possible that they have similar etiological backgrounds. This makes the 
close study of mouse mammary carcinoma a reasonable experimental 
approach. It was Cori who, in 1927, showed that ovariectomy in young 
female mice of high carcinoma strains prevented the subsequent develop- 
ment of mammary carcinoma. Removal of the adrenals and pituitary 
gland with survival of the mice following operation has never been achieved 
so that confirmation of the suggestive findings in humans is not possible. 
Lacassagne was the first to treat mice with cestrogens, in 1933. He believed 
that, following their administration, he was able to induce mammary car- 
cinoma. This work has not been confirmed, and subsequent studies by 
Haagensen and Randall (1945) showed that, although ceestrogen treatment 
in female mice does not increase the tendency to cancer development 
inherent in the strain, it does tend to produce the malignant process at an 
earlier age in strains in which there is a high mammary carcinoma incidence. 
They also showed that cestrogens do produce mammary carcinoma in male 
mice of high mammary carcinoma strains, and they suggested that this was 
due to the stimulation of growth of a female type of breast in the male mice 
as a result of estrogen therapy. Lyons (1943) and Lyons et al. (1955), 
using male and female rats which were*gonadectomized and hypophy- 
sectomized, showed that the maximum growth and differentiation of 
mammary glands requires both prolactin and cestrone acting together in 
optimal proportions. 

Hadfield and Young (1956) injected the urine of normal pre- and post- 
menopausal women into immature male mice and found that when they 
used either urinary extracts or untreated urines, growth and glandular 
differentiation in the rudimentary mammz of immature male mice were 
stimulated. They interpreted these findings as suggesting that the urine 
of normal premenopausal women and 58 per cent. of post-menopausal 
women contains a biologically active mammogenic substance. Haagensen 
(1956) suggests that it might be reasonable to transpose to women what we 
have learned from mice and to conclude that cestrogens will cause carcinoma 
of the breast to appear earlier in women destined by their genetic con- 
stitution to develop the disease. 

Following the use of corticotrophin and cortisone to control post- 
adrenalectomy patients, some workers have tested the effects of these 
substances as therapeutic agents in patients who had not undergone adrena- 
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lectomy. Most reports have described no obvious benefits, but Pearson 
et al. (1954) record three patients who obtained objective and symptomatic 
remissions. All three patients had been surgically castrated without benefit, 
and these authors therefore suggest that cortisone may prove to be a useful 
additional therapeutic weapon in the treatment of advanced breast cancer. 


HISTOLOGICAL FINDINGS 
Very little has been written of the histological changes which occur in 
tumour deposits following hormone administration or removal therapy. 





Fic. 1.—Remaining malignant cells in area of hyalinized 
liver following testosterone therapy (Hamalum and 
eosin. 100). 


It is difficult to collect adequate material for such a study as it requires 
comparative biopsies from the same tumour area before and after treatment. 
Most observations of changes in tumour substance following treatment 
are therefore confined to radiological studies of tumour shrinkage or bone 
formation in osteolytic lesions together with measurements of tumour 
shrinkage in skin nodules. In most instances the primary tumour has been 
removed before beginning hormone therapy. 

I have studied a number of skin biopsies taken before and after treatment 
from cases under the care of Sir Stanford Cade in Westminster Hospital 
which responded satisfactorily. The material available for study has come 
from patients treated by the administration of androgens and by ovariectomy 
and adrenalectomy. Five cases from the John Gaston Hospital in Memphis, 
Tennessee, have been studied in which post-mortem material is available 
following hypophysectomy. When tumour regression has occurred following 
therapy, all material shows essentially similar appearances whatever the 
method of treatment. The changes in some ways resemble the post- 
irradiation effects in breast carcinoma (Lumb, 1950). There is a dis- 
appearance of tumour cells, leaving loose connective tissue stroma. Bizarre 
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nuclear and cytoplasmic changes are to be seen occasionally in the remaining 
cells. These include nuclear vacuolation, pyknosis, and loss of cell mem- 
brane. For the most part, however, the remaining cells show no micro- 
scopically demonstrable abnormalities. Fibrosis in the altered areas has 
not been a feature of the tissues examined although it must be admitted 
that in most instances the post-therapeutic biopsy has been taken soon 
after treatment has finished. 

One case in which changes in the liver were observed following androgen 
therapy seems worthy of comment. 


This was a patient with multiple metastases following mastectomy who showed 
good temporary response to the androgen therapy. Before treatment a mass was 
palpable in the right epigastrium which was thought clinically to be the liver. During 
treatment the mass disappeared, but later when the treatment ceased to have effect 
a new palpable mass appeared to the left of the former position. Soon afterwards 
the patient died, and at necropsy the liver showed a shrunken right lobe with 
evidence of necrosis, fibrosis, and only occasional viable malignant cells (fig. 1). 
The left lobe, on the other hand, was enlarged, and the hepatic substance virtually 
replaced by nodules of actively proliferating anaplastic malignant cells. 


It seems reasonable to suppose that the shrinkage and tumour death in 
the right lobe represented response to therapy, whilst the new growth in 
the left lobe occurred after the hormone had become ineffective. 


SELECTION OF CASES 

The accumulation of evidence obtained both from experimental animals 
and the results of human therapy suggests very strongly that some cases of 
human breast cancer are hormone dependent. As it seems certain, however, 
that not more than 40 per cent. of cases fall into this category, it is imperative 
to have some way of determining whether or not a particular patient is 
likely to respond to the treatment before subjecting her to surgical operations 
such as adrenalectomy or hypophysectomy. A number of methods has been 
described in an attempt to achieve this; and although none can be regarded 
as entirely satisfactory, some help can be obtained by study of the following 
features. 

Huggins and Dao (1953) suggested that the histological appearances of 
primary breast tumours gave some indication of the likelihood of response 
to adrenalectomy. The better differentiated adenocarcinomas and papillary 
adenocarcinomas showed a high incidence of response, whilst the more 
anaplastic tumours usually did not. Other workers have failed to confirm this 
observation (Smith and Emerson, 1954; Wooley and Little, 1945). Pearson 
et al. (1954) point out that in a small series of cases which they treated 
by adrenalectomy, difficulty was found in applying this method of tumour 
distinction in view of the variation of histological pattern which occurs 
in different areas of the same breast carcinoma. They stressed those cases 
in which no correlation between tumour differentiation and therapeutic 
response exists. They quoted examples of well-differentiated tumours 
which did not respond to adrenalectomy and anaplastic carcinomas in which 
satisfactory results were obtained. Personal experience obtained by studying 
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the cases of Sir Stanford Cade at Westminster Hospital has failed to show 
any striking correlation between histological appearances and response to 
hormone therapy. It would seem that such a study is of little help in deciding 
which cases are likely to be hormone dependent. 

Study of the results of previous hormonal therapy may be helpful. 
Patients who have obtained temporary relief from androgen therapy and 
from gonadectomy are more likely to obtain benefit from adrenalectomy. 
Whilst more information on the subject is required, it seems true to say 
that adrenalectomy has small chance of success in patients who have failed 
to respond to gonadectomy. Very little information is as yet available in 
relation to hypophysectomy. As material accumulates, it will be important 
to assess results in the light of previous effect from other treatment. This 
will indicate whether hypophysectomy is effective simply as another method 
of estrogen suppression or whether there is some more specific association 
between the pituitary gland and mammary tissue proliferation. Kennedy 
et al. (1956) have pointed out that reactivation of breast cancers following 
hypophysectomy may be due to the presence of accessory anterior lobe tissue 
in the pharyngeal mucosa and sphenoid bone. 

In attempts to find more precise methods of selecting patients likely to 
benefit from major surgical procedures, Laszlo et al. (1952), Pearson et al. 
(1954), and Emerson and Jessiman (1956) have suggested urinary calcium 
excretion studies in patients with bony metastases. Emerson and Jessiman 
have used two variations of this procedure. The first they call the sex 
hormone stimulation test. For this the patient is placed on a maximal intake 
of 200 mg. of calcium, and the daily calcium excretion is measured. After a 
control period of five to seven days a stimulating dose of hormone is given 
(the equivalent of 5 to 10 mg. of stilbeestrol). The authors judge a positive 
response indicating hormone dependency in two ways. Either there is a 
mobilization of calcium from the skeleton causing hypercalcinuria or even 
hypercalcemia; or there is a systemic reaction characterized by an increase 
of bone pain, malaise, pyrexia, and lethargy. They give warning of the 
possibility of severe systemic reaction which may call for emergency ovari- 
ectomy or adrenalectomy. In patients who have already undergone gonad- 
ectomy, and in whom adrenalectomy is considered following an exacerbation 
of disease, these authors suggest a second test which they call a cortisone 
inhibition test. The rationale of this procedure is that suppression of adreno- 
cortical activity by cortisone would give rise to a fall of calcium excretion 
by diminishing tumour destruction of bone in adrenal-dependent tumours. 
They claim ability to predict the efficacy of adrenalectomy by measuring 
calcium excretions following cortisone dosage. A fall of calcium excretion 
would, they say, indicate the likelihood of improvement following 
adrenalectomy. 


DISCUSSION 
Much evidence of a clinical and experimental nature exists which suggests 
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the relationship between hormones produced by the ovaries, adrenals, and 
hypophysis and the development and progression of breast cancer. Despite 
many attempts, no-one has succeeded in producing convincing examples of 
breast carcinoma in animals experimentally, although duct proliferation 
has been observed on many occasions. Most of the interesting advances in 
our knowledge of hormone dependency of breast tumours have resulted 
from clinical observation following the administration of hormones and the 
ablation of the gonads, adrenals, and hypophysis. The majority of accounts 
of results of therapeutic methods have concentrated on subjective changes. 
The objective observations of improvement are largely confined to radio- 
logical demonstration of tumour shrinkage or bone formation in osteolytic 
lesions. Many have reported alterations of calcium excretion following 
therapy as evidence of effectiveness. No adequate account of histological 
changes in tumour deposits following therapy exists in the literature. 

Realization that less than half of the patients in whom the ovaries, 
adrenals, or pituitary are removed are likely to benefit, added to the fact 
that improvement, at best, is only of a temporary nature in many cases, has 
led to a more critical attitude towards the selection of patients for surgery. 
In particular this is true when adrenalectomy or hypophysectomy is con- 
templated. At the present time evidence of response to previous gonadectomy 
together with calcium excretion studies in patients with bony metastases 
seems to be the most helpful method of assessment. A recent critical analysis 
of palliation produced by adrenalectomy in metastatic cancer of the female 
breast by Perlia and his co-workers (1956) sharply focuses the difficulties 
of assessing the results and selecting patients for surgery. In the most 
recent review available Lipsett and Pearson (1957) state that oéphorectomy 
should be performed in premenopausal patients with metastases. In the 
case of post-menopausal patients they prefer surgical treatment to the use 
of sex hormones. They stress, however, that these views represent only 
interim suggestions. 

The relationship of breast cancer to hormonal influence seems undeniable. 
That many patients have gained what may well be termed miraculous relief 
from endocrine gland ablation is well established, yet the final assessment 
of exact associations escapes us. The following questions remain unanswered. 
Are some or all cases of breast cancer hormone dependent? Is dependence, 
if it exists, related to estrogens alone, or are other hormones involved? 
Are those cases of breast cancer which appear to have no relationship to 
hormonal influence examples of tumours which have become autonomous 
following a period of dependence? Which cases of breast cancer are likely 
to benefit by surgical procedures such as adrenalectomy and hypo- 
physectomy? 

Such great advances in knowledge have occurred in the last few years 
that it seems reasonable to hope that with careful assessment of the mounting 
volume of data made available by the surgical procedures recently developed, 
at least some of the answers may soon become apparent. 
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THE TREATMENT OF 
CANCER OF THE BREAST 


By JOHN BRUCE, C.B.E., T.D., M.B., F.R.C.S.Ep. 
Regius Professor of Clinical Surgery, University of Edinburgh 


CANCER of the breast has been one of the ‘talking points’ of surgery for 
more than twenty years. Nevertheless, it would be idle to pretend that there 
is general agreement about the most suitable forms of treatment. There are 
good reasons, indeed, for confusion on the part of the family doctor whose 
interest is not in statistics, but in the welfare of the widow next door who is 
struggling to educate a couple of promising children, or the middle-aged 
district nurse, or perhaps his partner’s wife who has disclosed to him a 
suspicious lump in the breast. It is important that in his traditional role of 
guide, arbiter and friend he should have some knowledge of conflicting 
therapeutic trends and claims. 


THE PROBLEM 

The extent of the problem needs no emphasis; every year some 20 per cent. 
—nearly gooo—of the deaths from malignant disease in women result from 
cancer of the breast. An overwhelming majority of them have come under 
medical care at some point in the course of the disease, and this appalling 
death roll is therefore an index of the failure of our therapeutic methods. 

At first sight these figures lend some point to the argument, advanced 
recently by ‘back-room boys’ of a statistical turn of mind, that none of our 
best efforts succeed in prolonging the life of the sufferer from breast cancer. 
The inference, of course, is that it matters not what we do, but this is a 
counsel of despair that in the experience of all of us has often enough been 
given the lie. Statistical theory is no more an exact science than is medicine, 
and the duty of the practitioner is to seek with all despatch the best treatment 
he can command for any patient with a frankly malignant or a suspicious 
lump in the breast. 

‘RADICAL’ MASTECTOMY 

Until the last twenty years both he and his surgical colleagues would have 
had no qualms in affirming that the best treatment was ‘radical’ mastectomy ; 
but in the meantime the development of efficient radiotherapeutic apparatus, 
a better appreciation of the biological effects of irradiation, and the possibility 
of influencing breast cancer by adjusting the endocrine status of the patient, 
and thus the hormonal environment of the tumour, have forced surgeons to 
a reconsideration of the whole problem. It would not be untrue to say that, 
in fact, the most acute controversy of late years has been concerned with the 
very place, if any, of the conventional ‘radical’ mastectomy. 

At first sight ‘radical’ mastectomy appears to be the ideal type of operation 
for malignant disease, The primary growth and its immediate environs, the 
September 1957. Vol. 179 (250) 
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superficial and deep fascia and the pectoral muscles, are removed in con- 
tinuity with the regional lymph nodes. If the disease happens to be confined 
within this geographical territory, the results of ‘radical’ mastectomy are 
excellent, for the malignant tissues are eradicated mechanically. 

Early complacency about ‘radical’ mastectomy was gradually shattered by 
the formidable death rate attending all save very early cases. It soon became 
apparent that when the disease was not confined to the breast itself, the out- 
look was poor. Indeed, the presence or absence of diseased axillary nodes 
determined an enormous gulf between success and failure; and it was obvious 
that often we had been trying to ‘close the stable door after the horse 
had fled’—when the disease had spread beyond the geographical limits of 
the operation. 


THE NATURAL HISTORY OF BREAST CANCER 

For a variable time after the earliest malignant change in the breast, the 
tumour grows within the corpus mammez itself. Sooner or later—and 
sometimes only after a long interval—dissemination by way of the lymphatics 
occurs, for the most part, or first, to the axillary lymph nodes. But soon after 

or simultaneously—or alternatively—tumour cells may be carried to the 
glands along the internal mammary vessels behind the costal cartilages, or 
to the supraclavicular glands. Deposits are present in the parasternal and 
supraclavicular nodes in more than half the patients in whom the axillary 
nodes are clinically involved. In the majority of such cases the extra-axillary 
node involvement is not detectable clinically. 

It was in these situations—alongside the sternum or above the clavicle— 
or in the skin covering the chest wall—that further outcrops of the disease 
heralded the failure of surgery. Such ‘local’ recurrences sooner or later 
were accompanied by brawny edema of the arm, leathery infiltration of the 
chest wall, and eventually distant metastases in bones, lungs, liver or brain. 

Two points, however, are worthy of note. It sometimes happens that 
disease apparently confined to the breast, and, so far as local manifesta- 
tions are concerned, adequately removed, is shortly followed by one or 
more distant metastases without any local recrudescence. In such cases the 
blood stream must have been invaded—almost by an accident of fate, as it 
were—before lymphatic dissemination has occurred. This is probably the 
explanation of the otherwise unpredictable failure of operation in cases which 
appear to be favourable by all our accepted criteria. The second feature of 
some importance concerns the ‘tempo’ of the disease, which varies sub- 
stantially from patient to patient. There can be few practitioners who have 
not been confronted with a cancer of the breast that the patient admits to 
having harboured for many years—fifteen is the longest in my own 
experience, but there are better records! By way of contrast, we are ail 
familiar with the small growth of short duration that kills by widespread 
dissemination within a couple of years. 

To these observations there are two important corollaries: (i) Although 
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the discovery of axillary nodes should alert us to the probability that the 
disease has spread even farther, we have no means of recognizing the patient 
in whom ‘accidental’ manifestations appear; (ii) since the patient’s story is 
often a poor guide to the duration of the disease, we have no reliable means 
of estimating the age of any breast tumour at the time the woman presents 
for treatment, and therefore no means of accurately forecasting its behaviour. 


FACTORS INFLUENCING PROGNOSIS 

There is no doubt that the most important factor in determining the out- 
come of breast cancer is the inherent character of the tumour itself: its 
grade of malignancy, in fact. Whilst this cannot be determined with strict 
accuracy, we have come to recognize certain properties and effects that 
influence the prognosis in individual cases. Thus, the outlook becomes 
progressively poorer the larger the tumour. It does not seem to matter 
whether the size is an expression of the age or of the inherent viciousness of 
the growth; the five-year survival in tumours under 1 cm. is about 80 per 
cent., but when they reach a diameter of 12 cm., it drops to 40 per cent. 

Contrary to the general belief, delay in seeking advice after the discovery 
of a breast tumour does not materially reduce the survival rate in any large 
series of breast cancers. The obvious deduction—that prompt treatment is 
not important—is highly fallacious. The rapid course of any tumour is 
likely to lead to its early detection and early treatment, whereas a slowly 
growing—and hence inherently less malignant—tumour that does not drive 
the patient to her doctor for many months or even years may be far less 
nocuous and the prospects of longer survival are correspondingly better. 

The influence of age on prognosis is difficult to assess. In terms of sheer 
survival, the elderly fare worst, but this is largely because of their already 
limited life span, deterioration in their general state, or intercurrent disease. 
In young subjects—-and it must be stressed that 10 per cent. of breast cancers 
occur in women under the age of 40—the prognosis is certainly worst. 
Occasionally this is due to faulty diagnosis of a ‘lump in the breast’ and 
consequent therapeutic neglect; but in addition, the tumours of the young 
appear to be inherently more dangerous. The site of the tumour, on the 
other hand, appears of less importance. There is little, if any, significant 
difference in terms of survival between tumours of the inner half of the breast 
and the outer quadrants, with one important exception: growths of the 
axillary tail are highly dangerous, more so than in any other situation. 

The intense physiological activity of the breast during pregnancy, and 
more so during lactation, enhances the malignancy of a carcinoma. So, too, 
does the inflammatory reaction occasionally associated with a breast tumour. 
In such ‘inflammatory’ cancers the overlying skin is red, hot, eedematous, 
and tender, although pain, fever, and systemic effects are absent. 


CLINICAL ASSESSMENT OF THE INDIVIDUAL PATIENT 
In a disease presenting so many patterns each patient poses an individual 
problem in assessment. Our therapeutic resources are no longer limited to 
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surgical removal: radiotherapy and hormone therapy are important alterna- 
tives, and the first of our clinical problems is to recognize when the disease 
has frankly advanced beyond the limits of mechanical, that is, surgical 
ablation. It is then manifestly incurable by any form of surgical removal 
alone. Indeed, not only does operation do no good, it may do great harm; 
and treatment should be confined to radiotherapy and hormone control, 
unless the simple removal of a distressing lesion is desirable on esthetic 
grounds. In this ‘inoperable’ category belong those with solid fixation of the 
primary tumour to the breast wall; with matted and adherent axillary nodes; 
with peau d’orange, lymphadema of the arm or satellite nodules in the skin 
beyond the tumour; or with distant metastases in the lungs or elsewhere. 

In the absence of these grave manifestations, surgery in some form is both 
indicated and advisable; but here we come to the crux of the practical 
problem. ‘Operable’ cancer of the breast presents in two clinical forms: in 
the first the disease is apparently confined to the breast; in the second there 
is clinically demonstrable enlargement of the axillary nodes. In the latter 
event the chance of survival for five years after operation is not more than 
1 in 4; of the former at least 4 out of every 5 women live for ten years, and 
those who die are those in whom the disease has elected to spread initially 
to the internal mammary rather than to the axillary nodes, or has dis- 
seminated by the blood stream before lymphatic involvement has had time 
to occur. The bad prognosis, in fact, is the consequence of undetectable 
extension of the disease beyond the axilla before the initiation of treatment. 

There is now irrefutable evidence that the parasternal and the supra- 
clavicular nodes are involved in at least 60 per cent. of patients who present 
with enlarged malignant axillary glands; in this number, therefore, orthodox 
‘radical’ mastectomy is bound to fail, and the addition of radiotherapy, 
though conventional, has not greatly affected the outcome. In the remaining 
40 per cent. of women in whom the dissemination is in fact confined to the 
axilla, ‘radical’ mastectomy should be effective, although its antagonists 
claim that the axillary dissection is likely to scatter malignant cells in the 
surrounding tissues. The position is confused, however, by the fact that 
enlarged axillary nodes in association with breast cancer are not invariably 
malignant. The average clinical observer is unlikely to be wrong when the 
nodes are large, hard, and possibly adherent one to the other, though other- 
wise mobile; but small discrete axillary glands have proved simple suf- 
ficiently often to prohibit dogmatic diagnosis. It can be argued that it is 
wrong to deny such patients radical operation. 


TWO ALTERNATIVES 
In an attempt to improve the results when the enlarged axillary glands 
are obviously malignant, two courses are being explored. In the 
first, the scope of the so-called ‘radical’ operation has been enlarged to 
include removal of the parasternal and supraclavicular nodes. This so-called 
‘super-radical’ operation requires that the sternum be split, or a part of it 
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removed along with the upper costal cartilages, and the clavicle divided to 
permit access to the supraclavicular triangle. Sufficient time has not yet 
elapsed for its accurate evaluation. On the face of it, it is unlikely to salvage 
more than a very few patients—less, probably, than would survive so 
extensive an operation in average hands. The second line of attack is to 
supplement the orthodox, or an even less ‘radical’, mastectomy by radio- 
therapy, before or after operation. So far there is little between the results 
of any one of these combinations, and it must be confessed that a satisfactory 
answer to this important clinical problem has not yet been found. 

At present the most important group of breast cancers—and certainly the 
most controversial—is that in which there is a tumour in the breast without 
clinically detectable axillary lymph nodes. This is the type of case which 
should be potentially curable, in which the results of treatment are already 
good, and our efforts are properly directed towards still further improvement. 

It is in the management of this group that orthodox ‘radical’ mastectomy 
has been most seriously challenged: on two principal grounds—that if the 
disease is in fact strictly confined to the breast, the axillary part of the 
operation is unnecessary; and if it proves not to be confined to the breast, 
that is, if the axillary nodes are found to be involved, the dissection in the 
axillary space is not only useless but harmful. 

The evidence suggests that a good number of these patients will also have 
microscopic foci in the parasternal and the supraclavicular glands, whilst 
some even of those without microscopic axillary node involvement will have 
dissemination to the internal mammary chain. That there is a case to answer 
is borne out by the fact that histological study of the axillary nodes after 
radical mastectomy in cancer clinically confined to the breast reveals 
microscopic foci of malignancy in about 30 per cent. of cases. 


THE ‘EDINBURGH’ METHOD 

It was for those reasons that an alternative method—the so-called ‘Edin- 
burgh’ method—was introduced. It consists of simple mastectomy followed 
by routine postoperative radiotherapy to the skin flaps and the chest wall, 
the internal mammary glands, the axilla and the supraclavicular triangle. It 
can scarcely be disputed that when the disease is confined to the breast, 
simple mastectomy alone should suffice, and a postoperative course of radio- 
therapy would be as unnecessary as the axillary dissection of the ‘radical’ 
operation. Since the assessment is purely clinical, however, and there is no 
means of knowing when there are impalpable deposits in the axillary nodes, 
it is essential in this therapeutic scheme that all patients undergo irradiation. 
It is assumed that radiotherapy is able to deal with deposits in these nodes 
as efficiently as with metastases in the parasternal and supraclavicular nodes. 

Like the ‘super-radical’ operation, the ‘Edinburgh’ programme is still 
on trial. So far the published results of both methods—radical mastectomy 
with selective postoperative irradiation for patients found to have clinically 
unsuspected metastatic disease in the nodes, and simple mastectomy with 
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routine postoperative radiotherapy—are almost the same. 

In the one—radical mastectomy—the woman proved to have no axillary 
nodes can be reassured and advised to forget her experience. A few of these 
—the unlucky few—will reappear with distant metastases or, rarely, supra- 
clavicular nodes or parasternal recurrences. The occurrence of skin flap 
recurrences is almost unknown, however, and there is no mortality and little 
or no morbidity. The function of the arm is virtually perfect, and the 
development of other than slight swelling is rare. In the less radical method, 
where there can be no certainty about the presence or absence of glandular 
metastases, but we know from the evidence of ‘radical’ mastectomy that 
these are likely to be absent in 70 per cent. of cases, we submit this number 
of women to a protracted and strictly unnecessary course of radiotherapy. 
Thereafter such a woman carries for the rest of her days the knowledge that 
she has cancer. She may bear not only a mental scar, but a physical reminder 
in the shape of telangiectasis or pigmentation of the skin of her chest wall. 
She may—though this is doubtful—have a lessened tendency to lymph- 
cedema of the arm. What is more important, there is no guarantee that 
radiotherapy will invariably eradicate malignant disease in lymph nodes, 
for viable cancer cells have actually been demonstrated in axillary nodes 
after irradiation. At the moment the most certain method of ridding a patient 
of cancer in any site is its complete surgical ablation when this is technically 
possible: we must therefore be very sure that what we put in its place is 
equally reliable. 

CONCLUSIONS 

The issues are therefore twofold. In the first place, is it better, or does it 
do more harm, to submit 70 per cent. of women with cancer confined to 
the breast to a radical operation, with unnecessary dissection of the axillary 
nodes, than to submit the same number to an unnecessary course of radio- 
therapy in order that the remainder should have an extra measure of 
protection? In answering this question we must bear in mind that the 
radical operation will demonstrate accurately whether or not the axillary 
glands are involved; and when they are, radiotherapy is still possible as a 
supplement and presumably retains its virtues. The second issue is a 
philosophical one. Is it in fact justifiable, in the present state of our know- 
ledge, to neglect any opportunity for the mechanical removal of accessible 
cancers when this is technically simple and safe, in favour of an agent that 
seeks to kill them im situ but which sometimes seems to act merely by 
inhibiting their growth for a period? 

These are questions each surgeon, each practitioner, each radiotherapist 
must pose and answer for himself. If he is a good doctor he can only do so 
by regarding each case of carcinoma of the breast as an individual problem, 
and not as a statistical unit, and by assessing results not in terms of crude 
survival alone but in terms of psychological as well as physical sequelz. 
After all, there is a quality as well as a quantity to human existence that all 
of us are apt to forget once in a while—some of us more than others. 














HYPOPHYSECTOMY AND 
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By ALAN H. HUNT, D.M., M.Cu., F.R.C.S. 
Surgeon, St. Bartholomew's Hospital, and The Royal Marsden Hospital 


Tue discovery that tumours of the prostate and breast were often hormone- 
dependent was and still is exciting. It holds out great promise for future 
developments in the treatment of patients suffering from metastasizing 
carcinoma of the breast Surgeons, general practitioners and radiotherapists 
probably expected too much of ‘endocrine treatment’ when it was first 
introduced and most will confess to considerable disappointment in the 
results that have been obtained so far. Temporary palliation is the best that 
has been achieved. Miracles of recovery occur from time to time, but these 
phenomenal successes must not be confused with the general run of results 
that may be attained. An optimistic outlook, however, prevails in the 
scientific departments of our cancer centres and further developments may 
be expected. 


THE PROS AND CONS 

Endocrine treatment does not claim to do more than alter ‘the internal 
carcinogenic environment’ of the body (Cramer and Horning, 1939). If 
tumour cells are dependent on cestrogens, androgens can sometimes 
neutralize the stimulus and create circumstances temporarily unfavourable 
to the continued growth of the tumour. The simple administration of methyl 
testosterone by mouth (25 to 50 mg. or more a day), or testosterone pro- 
pionate by injection (100 mg. intramuscularly at least twice a week), is thus 
the first step in hormone treatment (Galton, 1950). If successful, it postpones 
the more drastic surgical methods and indicates that surgery will in its turn 
be likely to result in further benefit. The administration of androgens is not 
only a therapeutic measure but is a clinical test, the only one which is a 
pointer as to how the patient will react. On the other hand, failure with 
testosterone does not indicate that surgery should not be considered. 

When the tumour ceases to respond to androgens, or if it fails to regress 
under this treatment, one of two operations may be done. The first is the 
removal of the source of cestrogens, namely the ovaries and the adrenals. 
The second is the removal of the stimulus to the production of estrogens by 
the destruction of the pituitary gland which produces the gonadotrophic 
and adrenocorticotrophic hormones. 

Androgen treatment and endocrine surgery are usually indicated in 
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patients who are net old or who are young for their age. The upper limit of 
age for this therapy is about 60, but this is not necessarily so, especially for 
patients with severe bone pain. For the senile, or those who appear old for 
their years, the reverse of androgen therapy, namely the administration of 
cestrogens, may be worth a trial, but never following hypophysectomy or 
adrenalectomy. 

The following case report gives an example of the sequence of events and 
the reasons which influence the choice of treatment. 


In October 1954, a woman of 40 became completely paralysed from the level of 
the nipples downwards, due to collapse of the 4th dorsal vertebra from metastases 
from a carcinoma of the breast. Many courses of x-ray treatment had been given 
and both ovaries had been removed, with little effect on the progress of the 
disease. She was then put on methyltestosterone, 25 mg. a day by mouth, and slowly 
regained the use of her legs and control of the bladder and anal sphincter. She was 
able to walk without crutches by July 1955, and in April 1956 was so far recovered 
that by herself she took her two children on a caravan holiday. In October of that 
year, however, pain in the back returned and the legs suddenly weakened. Without 
delay both adrenals were removed at one operation. The patient again recovered. 
In May 1957, she suffered a pathological fracture of the shaft of her right femur 
while turning over in bed. This has been fixed with a Kiintscher nail and she can 
walk again. 

Bony metastases, however, are growing again and hypophysectomy has been 
considered and offered; but the patient’s morale is broken and it seems almost 
cruel to try to restore her yet again to an active life so that her hopes may be dashed 
for a third time. Hypophysectomy has therefore been considered unwise in this 
instance. From the beginning her relatives have been fully informed of the prospects 
and each step in the treatment has been discussed with them. They are convinced 
that further endocrine surgery, even if it resulted in symptomatic improvement, 
would be mistaken. 

This case history illustrates in practice the applications of the theories 
which have been discussed by Professor George Lumb (p. 241). Should it 
be the adrenals and ovaries or the pituitary that is removed? What should be 
the sequence of events? How late should such drastic surgery be deferred, or 
should it be done early in the terminal phase of the disease? These and other 


questions must be carefully weighed. 


BILATERAL OGPHORECTOMY AND ADRENALECTOMY 
This operation, successfully introduced by Huggins, is usually done in two 
stages. The first consists of the removal of the ovaries through a midline 
subumbilical incision, and the left adrenal through an incision in the left 
flank; the second, done seven to fourteen days later, involves the removal 
of the right adrenal through a similar incision in the right flank. The 
adrenalectomy incisions are placed along the lines of the 12th ribs and 
extended a short distance forwards, the patient being fixed on the operating 
table on her side with the table broken to open out the wound. This approach 
gives the best exposure and makes for an easy and complete operation. Since 
the purpose of adrenalectomy is to remove all the adrenal tissue, including 
outlying rests, it is necessary to dissect the peri-adrenal fat away from the 
surrounding structures. For example, on the right side it is advisable to 
wipe this fat and the upper perinephric fat off the inferior vena cava and the 
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right kidney. Sometimes it is even necessary to cut an adherent suprarenal 
off the kidney or the liver by means of diathermy. 

In itself the operation is not dangerous provided the operator is familiar 
with the normal and abnormal arterial supply and venous drainage of the 
suprarenal glands, so that these vessels may be caught, divided and tied or 
coagulated with the diathermy before the bleeding obscures the view at the 
bottom of the deep wound. The most important vessel to secure is the central 
vein from the right adrenal which, after a course of variable length, empties 
directly into the inferior vena cava. Other vessels are derived from the 
inferior phrenic and renal vessels and occasionally from the aorta. If the 
right suprarenal is involved with a metastasis, it is sometimes impossible to 
remove it without damaging the inferior vena cava. The operator therefore 
should be prepared to repair tears in that vessel. I always have available a 
Tom Smith clamp and an arterial suture for use should such an accident 
occur. Franksson and Hellstrém (1956) state that the vena cava was injured 
in 11 out of their 118 adrenalectomies. 

Alternative combinations of the different steps in the operation are 
commonly practised. For example, as in the case cited above, bilateral 
odphorectomy may be done early in the course of the disease and both 
suprarenal glands removed later at a one-stage operation. Some prefer the 
patient to lie first on one side and then on the other, others to place the 
patient on her face so that beth suprarenals can be removed without having 
to move the patient. Others prefer a long transverse anterior incision, the 
suprarenals being removed from the side. In itself the operation of bilateral 
adrenalectomy is not dangerous provided cortisone is administered intelli- 
gently and the blood pressure is maintained. The operative mortality is in 
direct proportion to the extent of the metastases. By careful selection the 
operative deaths can be kept to a minimum, but unfortunately metastatic 
carcinoma does not allow of careful selection and often the best surgeon 
will take the greatest risks and will have the highest death rate, but he may 
do the greatest amount of good. 

Worth-while remission has been achieved in about 50 per cent. of patients 
who have had this operation. Cade, in his Hunterian lecture in 1954, found 
that 52 per cent. of his patients showed improvement, in some cases remark- 
able. Dao and Huggins, in 1955, found that 41 per cent. out of 175 patients 
obtained relief. At the Royal Marsden Hospital we have found the figure to 
be almost exactly 50 per cent. Many of these patients have been desperately 
ill, e.g. in deep coma, and a few have been refused hypophysectomy. 


HYPOPHYSECTOMY 
Removal of the pituitary for metastasizing carcinoma of the breast was 
introduced by Olivecrona in 1951. It is done through a right temporal flap, 
the pituitary being approached by retraction on the right optic nerve. The 
stalk is divided. The diaphragma stella is torn open and the pituitary 
removed piecemeal. Hemorrhage may be difficult to control. It is a more 
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difficult and dangerous operation than adrenalectomy and probably in itself 
carries a mortality of about 4 or 5 per cent. 

Alternative methods of ablating the pituitary have been devised by Forrest 
and Peebles Brown (1955), who implanted radon seeds into the pituitary 
through the nose under x-ray control; and by Greening (1957), who similarly 
implants pellets of radioactive gold or yttrium. Stevenson (1957) has im- 
proved the radiological method of controlling the position of the seeds by 
using an image intensifier. A dose of 70,000 reentgen units of gamma 
irradiation appears to be necessary to cause necrosis of the pituitary gland. 
Unfortunately, the operative mortality is not reduced by adopting these 
relatively minor, ingenious procedures because a proportion of the patients, 
perhaps 6 to 8 per cent., die of meningitis owing to the fact that the radio- 
active source is introduced through the nose. 

The results obtained by hypophysectomy are perhaps slightly more satis- 
factory than those obtained by bilateral oéphorectomy and adrenalectomy, 
although the operative mortality is higher and the complication rate (e.g. 
blindness, personality changes) is greater. Atkins, Falconer, Hayward and 
MacLean (1957) have compared the two methods by a process of reckoning 
a mean clinical value (Walpole and Paterson, 1949) on an assessment of the 
state of the metastases. They reckon that the over-all results of hypo- 
physectomy ‘seem to be superior to those of adrenalectomy with oéphor- 
ectomy, but the results are not statistically significant’. It is interesting to 
note that all reports on pituitary fossz examined post mortem after orthodox 
hypophysectomy have shown that the majority, even of the successful cases, 
contain fragments of viable pituitary tissue, suggesting that a good result 
following hypophysectomy can be obtained even when some of the gland 
is left behind. Stretton Young (1957) has examined by serial section the 
pituitary fossz of patients who have had radioactive implants and has found 
that sometimes only a small proportion of the pituitary is destroyed. The 
results are less uniform. 


SUCCESS OR FAILURE 

Since success or failure depends primarily upon the tumour being hormone- 
dependent, a preoperative test providing a reliable guide on this point would 
be of inestimable value, but none has yet been devised. Hadfield (1957) 
suggests that a high level of mammotrophic hormone present in the urine 
of women suffering from inoperable carcinoma of the breast is probably 
indicative that endocrine surgery will be beneficial. Up to now and probably 
for some time to come, it will be necessary in every case to ‘try the experi- 
ment’ on each patient. 

Apart from hormone dependence, adrenalectomy will fail if there are 
accessory rests of adrenal tissue remote from the gland. These have some- 
times been discovered post mortem as low down as at the bifurcation of the 
aorta. In some cases, possibly other organs take over the manufacture of 
cestrogens. It is in this group of failed adrenalectomies that subsequent 
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hypophysectomy may succeed. Incomplete extirpation of the organ accounts 
for a number of failures, especially in hypophyseal ablation by radioactive 
implants. Adaptation of the tumour to the altered ‘endocrine environment’ 
accounts for the ultimate failure so far of all these methods of treatment. 
‘Success’ can be appreciated by the patient and measured by objective 





(a) (b) 


Fic. 1.—X-rays of chest. (a) Just before bilateral o6phorectomy and adrenalectomy. 
(b) A fortnight afterwards; to show the speed with which regression of metastases 
can occasionally take place. (Brit. med. F., 1956, ii, 627.) 


methods. The relief of pain from bony metastases, for example, is often so 
rapid and dramatic that it is difficult to believe that it is due to tumour 
regression. It seems that some tension within the affected bone has been 
released and the pain thereby instantaneously dispersed. In other cases it 
may take weeks to disappear. Ulcers heal, superficial metastases and 
cutaneous recurrences regress and it is by measuring this shrinkage that 
a numerical assessment of improvement is possible. The colour photographs 
in Luft and Olivecrona’s article of 1953 illustrate this point well. The 
reduction in size of a liver full of tumour is similarly available for measure- 
ment and indeed may be the most important facet of a case. 

Occasional cases have been reported (Clain and Hunt, 1956) in which 
cerebral metastases have resolved and the patient has regained consciousness 
and returned to normal life. Pulmonary metastases sometimes disappear, 
pleural effusions may dry up and respiratory distress may be relieved (fig. 1). 
Pathological fractures often unite and paralysis due to spinal cord com- 
pression may completely recover. 

All patients who have had endocrine surgery require cortisone, 25 to 50 
mg. a day, for the rest of their lives. The dose must be increased during 
illness or following trauma, including surgical operations. Hypophysectomy 
has additional complications, such as myxcedema, which need appropriate 
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treatment. The temptation to give estrogens in any form must be resisted 
because of the risk of stirring up the dormant tumour. 


INDICATIONS FOR OPERATION 

From reports therefore we know that a patient suffering from a meta- 
stasizing carcinoma of the breast has about a 50 per cent. chance of being 
relieved of her symptoms for a period varying between a few months and 
two or three years, if she undergoes one of these considerable operations. 
Everything should be done in the first place by local surgery and radiotherapy 
to postpone the day, because the relief obtained by endocrine surgery is 
limited in time. Androgens should always be given, particularly to the 
younger patients, and if the tumours respond to this treatment, the question 
of surgery should be further postponed. When the time for endocrine surgery 
finally arrives, the decision to operate usually depends upon a consideration 
of the type and site of the metastases and the degree of symptoms from 
which the patient is suffering. Other matters, however, which must also be 
considered concern the patient, her home conditions, her relatives, her 
desires, her outlook on life and her feelings about her disease. 

It has been my experience that sometimes, when a patient has been 
recorded as having made a successful recovery following androgen therapy, 
another following bilateral o6phorectomy and adrenalectomy and possibly 
even a third following hypophysectomy, the situation in reality has been 
different. An impression that she has been snatched from the jaws of death 
on three separate occasions would be better expressed by saying that she 
has been permitted to suffer the agonies of dying three times over. This is 
not good treatment. It is an abuse of the powers that have been given us by 
the advance of modern scientific methods. We must only operate on those 
patients in whom the palliation may be judged worth while. If the patient 
is young, if prolongation of her life is genuinely desired by her husband or 
by her children, if her temporary presence is necessary to their future 
happiness or if the patient herself is intensely desirous of remaining with 
them and of being given a chance to lead a useful life for a little time longer, 
then, however ill she may be, endocrine surgery is justified, whatever the 
risks. It must be recognized therefore that it is not only the surgeon who 
can decide whether such surgery should be done. The general practitioner, 
the patient, her husband, her children or her other relatives should all be 
consulted or considered before this very serious treatment is undertaken. 
The patient’s cooperation is an asset and in most cases it is better that she 
should be fully aware of the state of her disease. The operation gives her 
hope and any improvement is welcomed and appreciated with gratitude. If 
she does not know that her condition is due to cancer, improvement, 
however dramatic, will be no more than half appreciated, because too much 
will be expected and a grudge will be borne for not restoring normal health. 
This must not be taken as advocating that every patient should always be 
told the full truth. If they know it, so much the better. 
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Which method is then adopted—bilateral adrenalectomy and oéphor- 
ectomy or hypophysectomy—depends largely upon the facilities at hand. 
There are not a great many cranial surgeons and if every case of meta- 
stasizing carcinoma of the breast was referred to them, they would find it 
impossible to manage them all, however hard and however fast they operated 
and to the exclusion of all other work. Bilateral o6phorectomy and adrenai- 
ectomy, however, can be done by competent general surgeons who can soon 
learn the precise technique which will yield results very nearly as good, 
and possibly as good, as those obtained by hypophysectomy. Sudden 
urgency of operation sometimes develops, especially with cranial, pulmonary 
and hepatic metastases. Delay from reference to a cranial surgeon’s unit 
might be fatal, let alone the danger from time lost if the cranial surgeon 
considered the patient unsuitable for hypophysectomy, as well he might if 
she were in coma. 

Essential indications for hypophysectomy are failed adrenalectomy or 
even the return of symptoms after relief by adrenalectomy. In these circum- 
stances it is the only operation giving any prospect of improvement at all. 
Similarly, it is the operation which must be done when the tumour has 
progressed so far superficially or internally that exposure and removal of 
the adrenals or ovaries is impossible. 

Lastly, the purpose of cancer surgery is to cure the early case. If a woman 
is admitted for radical mastectomy and finds herself in the company of 
garrulous and embittered hypophysectomized and adrenalectomized females, 
she may well, and with some justification, walk out and refuse all treatment. 


The organization of the ward must bear this aspect of the problem in mind 
and not allow the faith and hope of the early cases to be jeopardized by the 
example of bad results in the late. 
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‘CHRONIC MASTITIS’ 


By R. S. HANDLEY, O.B.E., M.B., F.R.C.S. 
Surgeon, Middlesex Hospital 


THE surgeon who consents to write on ‘chronic mastitis’, even when he puts 
the term in inverted commas, has accepted no easy task. On few subjects 
can so great an expenditure of ink have caused such obscurity. In brief, it 
is the object of this short article to suggest that vague nodularity or granu- 
larity in the breast, whether or not it is accompanied by pain, is not 
pathological but within the range of normality; to pick from the waste-paper 
basket of ‘chronic mastitis’ certain conditions which have established their 
right to a separate clinical status; and to propose that, in the absence of a 
definite palpable lump—the ‘dominant lump’ of American writers—there 
is rarely disease in the breast. 


WHAT IS ‘CHRONIC MASTITIS’? 

A diagnosis of chronic mastitis is often made in this country, especially in 
women who complain of breast pain for which no organic explanation is 
apparent. This definite diagnosis may be comforting to the patient and it 
does the doctor who makes it no harm, provided that he does not imagine 
that he has afforded a scientific explanation for the symptoms. The term, 
chronic mastitis, implies a chronic inflammation, but it is now universally 
recognized that such a process is very rare in the breast. When chronic 
mastitis is diagnosed nowadays, it means no more than that an area of 
nodularity difficult to define and failing to impart to the flat of the examiner’s 
fingers the sensation of a lump, has been discovered. It is unfortunate that 
the limits of clinical normality in the breast defy precise definition. The 
breast is seldom examined unless it is causing symptoms and experience is 
thus not available to supply the deficiency of a written definition. 

In their well-known textbook, Bailey and Love describe pain as the most 
common symptom of chronic mastitis and lumpiness as its first sign; yet 
the most nodular breasts we palpate are those which are lactating and they 
are often tender. Nevertheless, it has not been suggested that a lactating 
breast always shows chronic mastitis, although this would seem a logical 
step if lumpiness were the hall-mark of chronic mastitis. Nodularity in the 
breast which is not lactating varies not only with the amount of fat which 
lies in front of the secreting tissue but with the phases of the menstrual 
cycle. It is common to discover nodularity in thin people in the days pre- 
ceding the onset of the period and the breast which then shows it may be 
homogeneous soon after the period has finished. These changes are normal 
and are an expression of variations in hormonal influence and blood supply, 
and the nodular phase is often accompanied by tenderness and even by pain. 
There is thus no reason to imply the presence of disease by a diagnosis of 
chronic mastitis. 
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The difficulty of establishing a range of clinical normality is matched in 
the histological examination of the breast. The histologist does not commonly 
take tissue from the breast in the post-mortem room unless there has been 
clinical evidence of disease. It is therefore difficult for him to judge when 
the amount of fibrous or epithelial tissues is in excess of normal, because he 

has no yardstick. Histological and clinical normality are a range, not a fixed 

point. The attempt to weld together clinical and histological appearances 
in ‘chronic mastitis’ has resulted in further confusion and in the multiplica- 
tion of descriptive terms. 


Cheatle and Cutler (1931), in their very detailed study of breast disease, proposed 
the term ‘mazoplasia’ for those cases of chronic mastitis which appeared ‘more 
physiological than pathological’. The clinical signs of mazoplasia were diffuse pain, 
increased density of the breast and fine nodularity. Equally difficult to regard as 
abnormal were the histological features of mazoplasia. Cheatle and Cutler themselves 
acknowledged that ‘the presence of this state “‘mazoplasia’”’ in breasts, especially of 
married women, between thirty years and the menopause, is almost universal, and 
failure to discover signs of this state by microscopical examination of whole breasts 
between these periods is almost an impossibility’. It would seem that mazoplasia 
is indeed the normal condition of the breast. 

More recently, Atkins (1947, 1950) proposed the term ‘fibroadenosis’ for 
‘a painful or nodular condition of the breast not due to new growth, bacterial 
inflammation or fat necrosis’. If those patients who exhibited clinically 
obvious lumps in their breasts were also excluded, fibroadenosis would be 
the equivalent of mazoplasia. 

Atkins’ description of the macroscopic and microscopic features of fibroadenosis 
are also difficult to distinguish from what one might normally expect. Of the macro- 
scopic appearance he has said that a section from the affected part of the breast 
suggests a mass of fibrous tissue ramifying in the breast without definite boundaries ; 
this description would seem to fit exactly the normal fibrous tissue stroma of the 
breast. Nor is there any indication that the microscopic appearances, which he 
describes as characteristic, do not occur just as often in the breast which is neither 
nodular nor painful. 


It seems that there is no reason to regard a nodular breast as diseased 
merely because it is painful, because pain may occur in breasts which are 
not nodular and nodularity may be seen without pain. If descriptive terms 
are required it would be better to speak of the nodular breast, the painful 
breast or the painful nodular breast, and leave the matter there without 
implying, by the use of special nomenclature, that disease is necessarily 
present. 

Pain in the breast is a difficult matter. Premenstrual tenderness and aching 
are extremely common in civilized communities. People vary in their pain 
threshold and a stimulus which is a mere discomfort to some is agonizing to 
others. When to pain is added the fear that pain may indicate a grave disease, 
mild pain may become severe pain and it is remarkable how often pain in 
the breast becomes easier when the patient has been assured that her breast 
is structurally normal. It must also be remembered that the breast is closely 
associated with sexual emotion and activity in woman, and sexual dis- 
harmony, whatever its cause, may aggravate what was mere discomfort into 
actual pain, 
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TREATMENT OF ‘CHRONIC MASTITIS’ 
Even if we could all agree that ‘chronic mastitis’ was tenderness or pain 
arising in breasts whose texture lay within the wide range of normality, we 
should still be confronted by the problem of treating the painful breast. 


What are we to do? I cannot do better than quote D. H. Patey (1951):— 

“The discovery of the factors leading to breast pain in the individual patient may 
require delicacy, time and patience. Fundamental also is a complete and careful 
examination of the breasts to exclude organic disease. But when organic disease is 
excluded, it is important that the patient shall be completely satisfied on this point. 
It is often wise and necessary to explain to the patient the frequency and nature of 
physiological lumpiness of the breast, and the susceptibility of the breast to pain. 
If this attitude is adopted, a high proportion of cases of breast pain can be cured or 
brought under satisfactory control, in contrast to the condition of affairs when a 
hedge diagnosis of chronic mastitis is made, which by impressing on the patient’s 
mind the existence of an organic disease of the breast often fixes the pain there all 
the more firmly’. 

In a primarily psychological approach to the problem, it is necessary to 
remember that a comfortable and well-fitting brassiere and avoidance of 
vigorous use of the pectoralis major muscles, are also helpful. Hormone 
treatment is scarcely ever justifiable but testosterone, presumably by 
decreasing premenstrual vascular congestion, will usually cause improve- 
ment, whereas the cestrogens usually aggravate pain. 

A number of conditions which have in the past been included in ‘chronic 
mastitis’ have achieved a separate and clinically recognizable status. 


CYSTIC DISEASE 
There is no good reason for supposing that the nodular breast must ulti- 
mately result in clinically obvious cysts. When a palpable cyst arises, it is a 
departure de novo from normal and must be considered a disease. To 
speculate on the origin of cysts by calling them chronic cystic mastitis or 
cystipherous desquamative epithelial hyperplasia, or to label them epony- 
mously, seems a pity. The simple term is the best. 

Cysts can be produced in mice by the injection of estrogens. Not only 
is the dose of the estrogen important in cyst production but also the strain 
of mouse; and it is fair to assume that in human beings it is not only a 
hormonal imbalance which is responsible for cystic disease but also the 
inherited quality of the tissues on which that imbalance acts. 

Routine post-mortem studies of the breast show the presence of micro- 
scopic cysts in about 50 per cent. of women who die from whatever cause. 
They have attracted no attention during life. Palpable cysts are much less 
common and, by causing an obvious and alarming departure from normal, 
are a disease. They occur most often in the upper outer quadrant of the 
breast before the menopause, but hardly ever after it. They may be solitary 
or multiple, and the appearance of a single cyst does not necessarily mean 
that others will follow. Occasional patients are seen in whom both breasts 
are a mass of cysts. Cysts are discovered in the breasts either accidentally 
or because they are tender and it is characteristic that they may develop 
very quickly, fluctuate in size or disappear for no apparent reason. The 
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typical cyst is easy to recognize. It is well demarcated, fairly mobile and it 
fluctuates. Unfortunately not all cysts are typical. They may be situated in 
the back of the breast, when their physical characters are blurred, or they 
may be so tense that they do not fluctuate. Sometimes aggregations of cysts 
are found which feel like a solid and irregular lump. 

The treatment of a typical cyst, namely of a lump which is circumscribed 
mobile and fluctuant, should be by aspiration. If there is the least clinical 
doubt about the cystic nature of a lump, it should be excised. If aspiration 
yields a blood-stained fluid or fails completely to abolish the lump, or if the 
cyst refills rapidly, the areas should be excised because there may be a 
tumour in the cyst wall. Aspiration alone is remarkably successful in the 
treatment of simple cysts: about three-quarters of them are permanently 
abolished. The needle must never be used to determine whether a lump 
is cystic or not. 

DUCT STASIS 
About a quarter of all breasts routinely examined in the post-mortem room 
show distension of the ducts by creamy, brownish or green material. So 
common is this finding that it may be regarded as normal unless it produces 
clinical symptoms or signs and this is a rare event. Duct stasis (or duct 
ectasia as it is sometimes called) may become clinically apparent because the 
ducts became palpable beneath the areola, and in its extreme form it gives 
rise to the so-called ‘varicocele tumour’ of the nipple. The material in the 
ducts is sometimes extruded, causing a brownish or greenish nipple dis- 
charge which is occasionally blood stained. Fibrosis tends to occur round the 
distended ducts and this may sometimes reach a degree which results in 
retraction of the nipple and causes alarm that carcinoma must be present. 

The rarest but most dramatic complication is the rupture of a duct and 
the discharge of its contents into the tissues. This event provokes a brisk 
‘foreign body’ reaction which may be so vigorous that it mimics an acute 
abscess or, when less acute, causes a lump composed of fibrous tissue. 

The clinical manifestations of duct stasis, especially when there is a 
nipple discharge, demand exploration of the area through a semicircular 
incision round the edge of the areola. The diagnosis is made by the discovery 
of ducts distended by dark brown or green material. The definitive treatment 
consists in severing the ducts at the base of the nipple and excising a central 
core of breast tissue, as advised by Haagensen (1956). This operation, which 
yields excellent results, is only called for in women who are past the age 
for lactation. 

CHRONIC INFECTIVE MASTITIS 
Chronic infections are occasionally seen in the breast. Tuberculosis is rare, 
syphilis so rare that it may be discounted. A non-specific type of chronic 
mastitis is more often seen, in which recurrent abscesses appear in women 
whose nipples are retracted either congenitally or, less often, by previous 
lactation abscesses. Despite incisions and courses of antibiotics these 
abscesses continue to recur at the same place in the breast. Atkins (1955) 
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has described this condition under the term ‘mammnillary fistula’ and he has 
suggested that it is due to infection of a lactiferous sinus whose duct is 
blocked. The first abscess, when it bursts, establishes a fistula between the 
duct and the skin and, as with fistula-in-ano, the infection flares up at 
intervals. That blockage of the duct orifice is not the whole story is shown, 
however, in some patients who discharge pus from the nipple as well as more 
directly, and it appears likely that organisms can easily flourish in the pit 
formed by a retracted nipple and then invade the duct. 

Atkins advises treating mammillary fistula like fistula-in-ano by ‘saucer- 
izing’ it from the nipple orifice to the site of the abscess, excising sufficient 
skin to make sure that healing occurs from the bottom of the abscess cavity. 
I have found this to work in patients who had suffered ordinary incisions of 
their recurrent abscess on many occasions without permanent relief. It would 
also seem important to encourage the nipple to assume its normal everted 
form permanently. 


‘CHRONIC MASTITIS’ AND CANCER 
Our surgical fathers were much exercised by the possible relationship 
between chronic mastitis and cancer, and many simple mastectomies were 
done on nodular breasts as a prophylactic measure. This is no longer con- 
sidered justifiable. Not only experimental evidence but follow-up studies 
suggest that the human breast which has shown benign disease is more 
likely to suffer from carcinoma. The increase in incidence is small and has 
not been shown to include an increased predisposition of painful or vaguely 


nodular breasts to develop malignant disease. In a careful and acceptable 
study of this problem, Lewison and Lyons (1953) followed up a group of 
385 patients, 200 of whom had fibroadenomas, 153 chronic cystic mastitis, 
and 32 papillomas. The incidence of breast carcinoma was 2.6 times as great 
in this group as in a comparable section of the general female population. 


CONCLUSION 
It has been my purpose to suggest that chronic mastitis is a bad term and 
infers a state of disease which does not exist. Breast disease, with the rarest 
exceptions, is only present when there is clinical evidence of a definite 
palpable lump or of a nipple discharge. It is true that even the most 
experienced may have difficulty at times in saying whether a lump is present 
or not, and in cases of doubt a biopsy is the obvious and sensible course, but 
to diagnose disease in the breast solely because of pain or nodularity is 
unjustifiable and it is to be hoped that the term, chronic mastitis, except 
when it refers to bacterial infections, will pass into the limbo of forgotten 
things. 
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PHYSIOLOGICAL HYPERTROPHY 
OF THE BREAST 


By G. I. M. SWYER, D.M., M.D., D.Phil., M.R.C.P. 
Consultant Endocrinologist, Department of Obstetrics, University College Hospital 


GrowTu of the breasts is expected in girls undergoing puberty, and the 
process is normally self-limited so that, after a time, growth ceases and the 
size of the breasts remains essentially constant. Further growth is to be 
expected during pregnancy, and still further increase in size occurs during 
lactation. Again, both these size increases are ordinarily self-limited. All 
other growth patterns may reasonably be regarded as abnormal—although 
not all are uncommon. In this group, we may include neonatal hypertrophy 
in both sexes; pre-puberal breast enlargement in girls; gynzecomastia in 
men; and massive hypertrophy in women. 


NEONATAL HYPERTROPHY 
Some degree of breast activity is seen in a considerable proportion of neo- 
nates of both sexes. Usually it is trivial, but sometimes it may be of such a 
degree as to attract attention, or even to excite alarm in the parents. There 
may be an accompanying secretion—‘witches’ milk’—which can be expressed 
from the nipples. Without a doubt, this breast activity is the result of 
stimulation by maternal hormones which cross the placenta, and it is for 
this reason that boys as well as girls may show it. The latter may at the 
same time show quite prominent temporary development of the external 
genitalia, whilst necropsy studies on stillborn boys, or on those dying in the 
neonatal period, have revealed similar evidences of profound cestrogenic 
stimulation of the prostate. 

Neonatal breast activity requires no attention. Rarely, a breast abscess 
may develop—most commonly as a result of ill-advised and wholly un- 
necessary manipulations—and has to be treated along conventional lines. 


Left alone, all traces of breast activity have usually disappeared within six 
weeks, 


PRE-PUBERAL BREAST ENLARGEMENT 

In some girls noticeable enlargement of the breasts occurs long before other 
evidence of puberty is found. This is most likely when there is general 
adiposity, and the enlargement is then mainly due to the accumulation of 
pectoral fat. This is also the commonest explanation of the ‘pseudogynz- 
comastia’ seen in some fat boys. Apart from this, however, actual growth of 
breast tissue—‘premature thelarche’ (Wilkins, 1950)—is sometimes seen; it 
may be an evanescent phenomenon, disappearing spontaneously before 
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puberty itself leads to normal breast development later on; or it may herald 
an unusually early puberty. 

If adiposity is the cause, weight reduction by proper dietary measures is 
required. If there is true breast development, examination of a vaginal smear 
will reveal whether or not the level of circulating estrogens is elevated. In 
the latter case the condition can be ignored; in the former, the nature of the 
sexual precocity thereby revealed should be ascertained. It is most commonly 
‘idiopathic’ or constitutional, requiring no treatment. 


GYNACOMASTIA 
This term is reserved for the development of mammary tissue in males 
and should not be used when large collections of pectoral fat in adipose 
males produce the superficial appearance of breasts. Palpation of true breast 
tissue reveals a distinct granular consistency, due to the lobular structure, 
which is absent from fatty deposits. 

The causes of gynzcomastia are numerous and cannot be considered in 
detail here. In a general way, it may be said that gynecomastia developing 
after the age of 25 is likely to have a sinister etiology, whereas that developing 
before is most likely to be a manifestation of puberty. The exception to this 
is the gynzcomastia associated with certain hypogonadal syndromes 
(notably the Klinefelter syndrome) and in this group it is now known that 
many of the individuals have sex chromatin patterns of the female type and 
are therefore presumably intersex females (Bradbury et al., 1956). 

Puberty gynzcomastia is common (Bishop [1956] quotes a figure of 80 
per cent.); mostly it is of minor degree and disappears spontaneously after 
a variable length of time. The cause is uncertain but it is probably due to a 
combination of factors, including hormones from the pituitary gland 
(perhaps prolactin and growth hormone), adrenal cortex and testis, all 
appearing in increased amounts at this time. Undoubtedly, another and 
important factor is the sensitivity of the rudimentary mammary tissue itself, 
the clearest proof of this being afforded by those cases in which the gynz- 
comastia is unilateral. In puberty gynecomastia, examination of the genitalia 
will suggest whether or not there is associated hypogonadism; if there is, 
its nature should be determined if possible by appropriate hormone assays 
and testicular biopsy. If the genitalia are developing normally, a conservative 
approach should be made, the prognosis being optimistic but’ guarded. 
Sometimes the breast enlargement persists and proves embarrassing psycho- 
logically—or even physically for a boxer or swimmer. No hormonal treat- 
ment is of value and, when necessary, amputation of the breasts must be 
carried out. 

Gynzcomastia developing in an adult demands full medical investigation 
to determine the cause, since it may occasionally be the initial manifestation 
or presenting complaint of serious underlying disease. Apart from those 
causes in which an excess, or relative excess, of estrogen is circulating— 
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including testicular tumours (Teilum, 1946; Melicow et al., 1949; Maddock 
et al., 1952; Hall and Thomas, 1955), feminizing adrenocortical tumours 
(Landau et al., 1954), contact with cestrogens at work, or through con- 
tamination of drugs that the patient may be taking (Mason and Morris, 
1949), treatment of cardiac disease with digitalis (which contains the same 
steroid nucleus as the estrogens) (Le Winn, 1953), and chronic liver disease 
—there is a large number of conditions in which gynecomastia has been 
encountered, for reasons which are largely or wholly obscure. These include 
the re-feeding gynzcomastia commonly seen in returned prisoners of war 
when put on high-protein, high-calorie diets (Kark et al., 1951); thyro- 
toxicosis (Berson and Schreiber, 1953); chronic generalized dermatitis, 
rheumatoid arthritis, angiodermatomyositis, lymphoblastoma, diabetes 
mellitus, chronic kidney disease, and essential hypertension (Wheeler et ai., 
1954). 
MASSIVE HYPERTROPHY OF THE BREASTS 

The factors which determine the size of the female breast are: (1) the extent 
of hormonal stimulation, (2) the responsiveness of the mammary tissue, and 
(3) the amount of interlobular fat. It is probable that the range of hormone 
values in ‘normal’ women, with normal uteri and menstruation, though con- 
siderable, is sufficient to account only for relatively minor variations in 
breast size. The variation in the amount of interlobular fat is certainly very 
great, depending not only upon the number of adipose tissue cells present 
but also on the amount of fat stored in each. Clearly, when the number of 
cells is small, even marked adiposity elsewhere will leave the breasts 
relatively unaffected; whilst, conversely, when the number of cells is large, 
the breasts may contain a lot of fat and be of considerable size even though 
the patient herself may not be obese. But it is almost certainly variations in 
the responsiveness of the mammary tissue itself which are the main cause of 
gross variations in breast size. As in the case of unilateral gynzecomastia, 
so it is that marked discrepancy in the size of the two breasts in women— 
even to the extent of unilateral amastia—indicates unmistakably the 
significance of breast-tissue responsiveness. 

A further important consideration is the self-limitation of responsiveness 
of normal breast tissue, the growth of which, under more or less constant 
(or more correctly cyclical) hormonal stimulation, continues for a certain 
length of time and then plateaus off. Under the further stimulus of the 
enhanced hormone levels of pregnancy—and later of lactation—further, 
but again self-limited, growth takes place. In some individuals, evidently, 
this self-limitation of growth does not occur and leads to progressive enlarge- 
ment of the breasts producing the so-called massive hypertrophy. The 
reason for this is unknown. 

In one of my patients, breast enlargement was noticed during the premenstrual 


phase of the cycle; this, of course, is common, but a corresponding decrease in breast 
size then accompanies menstruation. In this patient, however, such a menstrual 
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decrease was absent, and in consequence, with each cycle the breasts became a 
little larger, eventually reaching a most uncomfortable magnitude. The pattern of 
enlargement suggested that growth was occurring in response to cestrogen plus 
progesterone; but measures to inhibit ovulation, and so prevent progesterone 
secretion, proved unavailing. 

Cases have been described in which progressive breast enlargement has 
occurred during pregnancy. In these, as in those already mentioned, the 
essential defect appears to be a failure of the mechanism whereby growth in 
response to constant stimulation comes to an end, 

Whilst it is true that many women will complain of the size of their breasts 

because they are either too large or too small—for reasons of vanity alone, 
and while Fashion may to a large extent decree the optimum size to be 
desired in any epoch, it has to be admitted that progressive enlargement of 
the type being discussed may so afflict some individuals as to leave no doubt 
of the genuineness of their complaints. The very large breasts, even when 
supported by an effective brassiere, may still be extremely uncomfortable, 
actually painful through vascular engorgement, or even, in extreme cases, 
physically incapacitating. Recourse to surgery is essential in some cases, 
The choice between partial mastectomy and complete amputation is none 
too easy. The depression which the mutilation caused by amputation is 
bound to produce has to be weighed against the strong likelihood that the 
mammary tissue left behind after partial mastectomy will undergo further 
hypertrophy. If the partial operation is undertaken, too much, rather than 
too little, tissue should be removed. Amputation should probably be reserved 
for the most extreme cases. And a good brassiere should be the advice, rather 
than surgery, when the degree of enlargement is only borderline. 
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MAMMOPLASTY 


By PATRICK CLARKSON, M.B.E., M.B., F.R.C.S. 


Casualty Surgeon, and Surgeon-in-Charge, Children’s Burns Unit, Guy’s Hospital; 


Honorary Civilian Consultant Plastic Surgeon, Queen Alexandra Military Hospital, 
Millbank, and Cambridge Hospital, Aldershot; Senior Consultant Plastic Surgeon, 
South-West Metropolitan Plastic Centre, Basingstoke 


1 HAVE first to confess that I was a little at a loss at the choice of title which 
the Editors kindly suggested for this article. I could understand such a 
title with reference to the operation of subtotal gastrectomy for peptic ulcer, 
with its implication that the method of treatment of the disease might be a 
wrong one and that it was being pushed by doctors or surgeons because of 
poor judgment or factors other than those for the good of the patient. In 
my experience there is no abuse in the recommendation of breast reduction, 
at least as it is practised in this country. The abuse, if it exists, lies simply 
in the standard of technical performance. A mammoplasty is a technical 
procedure, and a wide variation in results is seen. But it is my clear view 
that far too few women who need the operation do indeed seek it, or are 
allowed to seek it by their family or by their practitioners. Nevertheless, 
the number of operations done has increased considerably in recent years. 
At the clinic in London in which most of these operations are done, at 
least twice as many are performed as was the case ten years ago. 

There is, of course, both a class and economic factor in the distribution of 
patients. What is a serious social economic and psychological disadvantage 
to a city woman in the professional and comparable classes, may well be 
nothing of the sort to one of a more peasant occupation and background. 
Indeed, when psychological factors are the chief indication for operation, 
the great majority of patients are private patients. In hospital the operation 
is still limited chiefly to those patients who present themselves with organic 
symptoms. There is also a national variation in the percentage of women 
who seek this type of operative relief. It would appear from Ragnell’s figures 
(1946) that the women of Sweden are particularly conscious of the im- 
portance of maintaining a comely breast shape. Certain sections of society 


on the Atlantic and Pacific coast boards in America appear to share these 
feelings to the same extent. 


INDICATIONS 
These will vary from surgeon to surgeon. There are the widest possible 
national variations in opinion about what constitutes an xsthetically desirable 
shape and size of the breast. Western European ideas have been placed in a 
mental straitjacket since the time of the Greeks. But glances at statues in 
Lahore temples, or at classical Chinese drawings, provide evidence, if it is 
September 1957. Vol. 179 (272) 


a 
5 
2 
‘ 








i 








THE USE AND ABUSE OF MAMMOPLASTY 273 


needed, that a bulky and even pendulous breast has been considered a thing 
of beauty by other races. My own experience has brought me sharply into 
contact with this point of view. 


On a visit to Athens, I was asked to do a mammoplasty for a girl with truly 
enormous breasts and had no hesitation in saying that I thought it a reasonable 
procedure to consider. Between consultation and the proposed operation date her 
husband, a Turkish aviator, returned to his home, and immediately expressed his 
horror of any thought of a reduction in size. He went so far as to say that if there 
was to be any change at all, he would prefer additions rather than reductions. 


PSYCHOLOGICAL INDICATIONS 

It is quite impossible to exaggerate the feelings of inferiority, and the 
distress, that many girls endure throughout their teens and twenties because 
of their belief that their breasts are big, pendulous, or otherwise ugly. We are 
moving away from the bourgeoise-religious approach to the body, especially 
as it affects those parts concerned with sex. Girls of all types today have 
little hesitation in formulating and expressing their ideas about what 
constitutes an attractive breast form, and about the desirability to have one. 
This concerns not only the reaction of the opposite sex, such as is embodied 
by one of my patients who said that she felt she must have the operation 
because she would never get married in her present condition as ‘men are 
so breast conscious’. A girl who has a really bulky bosom extends her shyness 
and unhappiness about it to her relationships with her own sex. Such girls, 
and this may be easily checked by questions to those who have been at 
university or other training establishments for women, have the greatest 
reluctance to undress even in front of their own sex. This reluctance is 
particularly acute on occasions such as bathing, and often leads to the com- 
plete abandonment of what would otherwise be a happy recreation. Their 
condition is not made better by the pointed jokes that girls among themselves 
make about large breasts. The general reaction to a girl with bulky breasts 
is such as to make her feel that she is different from other girls and handi- 
capped, particularly in matters of sexual importance, and in looking attractive 
and smart in her dress. I have had many patients who have told me that their 
feelings about their breast appearance have been critical in making them 
refuse to make love. Some have even affirmed that throughout their married 
life they have always worn a brassiere in front of their husbands. 

These psychological disadvantages can be major handicaps. They cannot 
be ignored in modern medicine. Not all of us are robust and well-adapted 
types. A girl’s feelings about her bulky bosoms may adversely affect her 
whole adjustment to life. The intensity of these feelings is very seldom 
apparent to her family, or to her general practitioner. 


ORGANIC INDICATIONS 
I have reduced breasts by as much as 6 lb. (2.7 kg.) on each side. It is 
manifest that such excess weight borne on the shoulders is a serious physical 
handicap to any girl in ordinary life, as well as in recreation. The weight 
may be such that the brassiere straps cause grooves which will take a finger 
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in the clavicles. In association with this is the extreme difficulty in getting 
ready-made clothes to fit, and thus for a girl to pay ‘basic’ prices for dresses 
and still look smart. There is also the expense of the special brassieres, and 
the fact that even in summer the patients are still hot because of the bones, 
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Fic. 1.—Surgical treatment of obesity—before and after treatment. (No operation on left 
thigh. 12 lb. [5.5 kg.] removed from abdomen and from breasts.) 





wide straps and bulk of the brassiere. The recreational activities in which a 
bulky breast is a particular handicap are tennis and swimming, both of which 
may be completely prevented by the shape and size of the breasts. 

In the organic symptoms must also be mentioned the submammary 
intertrigo, and the occasional severe shoulder pains which can simulate a 
brachial neuritis. Mammoplasty must also be considered in the surgical 
relief of obesity (fig. 1). Reduction in weight seldom affects the size of the 
breasts. If it does, it leaves a long shrivelled skin envelope of a most unsightly 
nature, which can be helped by surgery. There are two further indications 
which must be mentioned. I understand from colleagues in Sweden that a 
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number of their cases come to them direct from the obstetric department. It 
is, of course, well known that the bulky breast is a poor supplier of milk. 
Apparently a properly performed breast reduction has often resulted in a 
patient who would not otherwise have expected to do so, being able to feed 
her baby. My friend, the late Milton Adams of Memphis, Tennessee, told 
me that a large number of his patients came from the cardiac department. 
A one-stage free-graft breast reduction was considered (by cardiac col- 


to 





Fic. 2.—Reduction of remaining breast after radical mastectomy by free graft of nipple 
method—before and after operation. (Original left nipple was used for both free grafts.) 


leagues) to be of benefit to certain of their more obese patients with incipient 
or established cardiac disease. 

Cystic mastitis.—A further indication for breast reduction is diffuse painful 
cystic disease of the breast. In these operations the whole of the breast 
parenchyma can be removed, but there is no need for the woman to sacrifice 
her nipples, which may be replaced as a free graft on a flat chest. 

Reconstruction of breast promontory after radical mastectomy.—Gillies 
(1945) has shown what satisfactory reconstructions of the mammary pro- 
montory can be done for congenital absence or after radical mastectomy. 
I believe that no such surgery should be contemplated for about three years 
after the radical mastectomy. What should not be lost from view, however, 
is the enormous psychological relief that can be given to a young woman 
who has had a radical mastectomy, if she is told in the early postoperative 
phase that in due course a restoration of her breast promontory is practicable. 
In my experience very few of them ever come to this surgery, but the relief 
and balm when they are informed of the possibility have been most striking. 

Reduction of the contralateral breast after radical mastectomy.—The lop- 
sidedness produced by a remaining bulky breast can cause much awkward- 
ness and difficulty. A radical reduction, by the free-graft method (fig. 2), adds 
greatly to the comfort and ease of the patient, and makes the fitting of 
brassieres and the symmetry of appearance in dress altogether better. 

Gynecomastia.—A female breast form can cause as much distress to a boy 
as a bulky breast can to a girl. It is no answer to remove the breasts if this 
is done at the expense of long prominent excision scars, which stand out like 
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tribal markings on the chest. They are of special distress to boys when 
bathing and on occasions of changing clothes in the presence of others. 
The Jerome Webster operation (Clarkson, 1949) takes advantage of the fact 
that an excision scar at the junction of pigmented and non-pigmented skin 
is virtually undetectable. Such an excision around the lower border of the 
areola gives adequate access to all but the most bulky cases of gynzecomastia. 

Any attempt to summarize the indications must allow for individual 
variations from plastic surgeon to plastic surgeon. But if a fit adult woman 
wants a change in her breast shape which is practicable and safe, then I 
am prepared to offer it to her. The husband’s position in this decision varies 
little. The almost invariable response is one of mute opposition. What is 
implied in this is that he is well satisfied with the present condition, has 
been for years, and cannot think why or for whom the wife wants a reduction. 
I always advise my patient to make a decision only after consultation with 
her husband. On the other hand, a woman is perfectly entitled to have it 
done without his knowledge or consent. 


THE OPERATION 

I propose to confine my remarks, as they affect the operations for breast 
reduction, to the two most commonly used methods: (1) that when the 
nipple is borne on a flap or breast parenchyma as in the Biesenberger (1935) 
type operation and (2) that when the nipple is transposed as a free graft. 

Biesenberger type operation.—The advantage of this operation is that the 
nipple carries with it, or can carry with it, an intact nerve supply. These 
Biesenberger type operations give the best nipple form, as well as sensation. 
They also permit the possibility of subsequent lactation. In my view they 
should be reserved for the moderate degrees of dependency, and only used 
for those in whom the nipples have not descended more than 3 inches 
(7.5 cm.) below the normal: i.e. the nipples are not more than 10 to 11 inches 
(25 to 28 cm.) from the suprasternal notch. If the method is used for greater 
degrees of dependency the operation should be done in two stages. This is 
essential if there is not to be a risk of loss in the most dependent cases. 

Exact site of the nipple varies in practice, and also from the optimum 
esthetic point of view. For most its level can reasonably be at the midpoint 
between the acromium and the lateral epicondyle of the humerus. As Sir 
Kenneth Clarke (1956) points out, in Vitruvian man the space between 
the two nipples was equal to the distance between the lower part of the 
breast and the umbilicus and also equal to the distance between the umbilicus 
and the gap between the legs. But it must be emphasized that the majority 
of patients coming for this treatment provide little stimulus for the higher 
flights of zsthetic surgery. Nevertheless, this field includes many young 
models and others, who have made a most careful study and have indeed a 
most clear and well-informed idea about what shape and size of breast is 
most suitable to their own general proportions and professional needs (fig. 3). 

Free graft of the nipple method.—Thorek (1939) introduced this method, 
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which has great advantage as a one-stage reduction for the most massive 
hypertrophies. 

Time of operation.—Time in hospital varies between one and three weeks. 
I generally tell my patients to allow about ten days. There should be no 





(a) (b) (c) (d) 
Fic. 3.—Biesenberger type operation: (a), (b) Before operation. (c), (d) After operation. 


active recreation or weight lifting for six weeks. They should wear their old 
brassieres, well padded with cotton-wool, for twenty-four hours out of 
twenty-four hours for six to twelve weeks after operation. 

Anasthetic.—It is, of course, perfectly practicable to do the operation 
under local anzsthesia but as the operation tends to be lengthy (about two 
hours), local anzesthesia is a painful and undesirable method. All my patients 
are done under general anesthesia, with the table well tilted to reduce 
bleeding. Hypotension is unjustifiable for a cosmetic operation. It makes the 
operation a little easier for the surgeon but carries a risk of death and of 
serious disability. Doctor and patient should be told before operation if it is 
to be used. 

COMPLICATIONS 

The early and reasonably common complications of importance are (1) 
hzmatomas, and, as a consequence or independently, (2) necrosis of the 
inferior portions of the flaps. Hamatoma remains a risk which can threaten 
the life of a nipple. The best rule for postoperative hematoma is return to 
the theatre to open the wound, evacuate the hematoma, and secure any 
bleeding point. Loss of flaps is generally due to faulty technique in cutting. 
It is seldom serious. After healing by marginal ingrowth or skin graft, the 
scar can generally be most satisfactorily revised at a later operation. 

Necrosis of the nipple.-—The risk of necrosis of the nipple is limited to the 
Biesenberger type operation. If this type of reduction is done in two stages, 
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and if the objective is a gently pendant but somewhat slack breast, then the 
risk of necrosis of the nipple is negligible. If, however, the reduction is 
done in one stage, if the surgeon has a higher esthetic objective, and par- 
ticularly if there is a postoperative hematoma, then the whole or part of 
the nipple can be lost. In over a hundred breast reductions, I have lost two 
nipples. One was over seven years ago; the other was more recently, when 
the nipple became non-viable two days after operation following a massive 
infiltrating hematoma. Loss of the nipple is, of course, a tragedy, but much 
can be done to remedy it. The method of reconstruction which I prefer is 
that of a free graft of vulval skin as described by Milton Adams. 

Loss of sensation of the nipple.—The element of sensation which is most 
likely to be lost following a breast reduction is that of erotic sensibility. 
It is a matter of no importance to some women but is of great importance to 
others. The possibility should always be indicated preoperatively. It is 
difficult to predict. Anatomists whom I have consulted tell me that the 
peripheral pathways of erotic sensation of the nipple are matters of dispute. 
They may accompany the intercostal branches into the deep surface of the 
breast. It is possible that they are concerned with the sympathetic supply 
of the vessels. Minor reductions commonly have no risk; but I have seen 
complete loss of erotic sensation in one nipple after a quite minor reduction. 
In most major or two-stage reductions, and in all free graft reductions, there 
is complete loss of erotic sensibility. This loss of erotic sensibility is not 
consistently associated with loss of other types of sensibility such as light 
touch or pain. The whole anatomical subject is one that deserves more study 
than has been given to it in the past. 

Keloids in scars.—The scars around the nipple and in the inverted T 
incisions are sometimes pink and broad for a matter of months after opera- 
tion. They almost invariably become flat, pale and inconspicuous unless 
impaired by the stud marks of crude sutures. In the reductions here de- 
scribed no scar, of course, lies above the nipple; and that around it is entirely 
unnoticeable. I have once seen a lady whose breasts were done by a very 
capable plastic surgeon on the Continent, develop a keloid through the 
whole scar incisions. This yielded, I understand, to excision and post- 
operative irradiation. In general, it can be said with confidence that the 
patients themselves discount the scars entirely, against the advantages of 
reduction in weight and improvement in shape of the breasts. 

Fat necrosis.—This is a troublesome and not infrequent complication 
after Biesenberger type breast reductions. There is a firm lump slightly 
adherent to surrounding tissues, which tends to persist, although some fat 
necrosis lumps resolve in a matter of months. If the lump persists there is 
nothing else to do, in my view, except to excise it and subject it to biopsy. 
Except for the difficulty in differentiating from carcinoma, these patchy 
areas of fat necrosis are not otherwise important. 

Carcinoma.—No increased tendency to carcinoma after breast reduction 
has been reported, nor is to be expected. The incidence is less than 1 per 











THE USE AND ABUSE OF MAMMOPLASTY 279 


cent.; that is, less than the normal expectation. I have had one such case. 


GENERAL STANDARD OF RESULT IN MAMMOPLASTY 
Patients who have had a breast reduction by whatever method tend to be 
exceptionally satisfied patients. Dissatisfaction is only seen among those 
who have had a major complication which has not been corrected. Despite 
the satisfaction which most patients feel, it must be said that the general 
standard of result is not exciting. Most breasts after reduction could be 
described as comely in a general sense, rather than ideal. It is possible, 
however, if the patient so wishes it, at a slight but definite increase of risk 
of necrosis of the nipple, to obtain a most forward standing, elegant and 
virgin type breast—one which conforms to the ideal fixed on the mind of 
Western European man when the Greeks invented the nude as an art form 
some time in the 6th century B.c. (Clarke, 1956). The request for such a type 
of breast is not often made. Most patients are simply bent upon getting relief 
from the affliction of bulky, heavy and dependent bosoms. As already stated, 
after a satisfactory reduction they readily discount the scars and any 
impaired sensibility of skin or nipple. 

CONCLUSIONS 

The operation for breast reduction is part of modern life and has come to 
stay. Breasts come in many shapes and sizes, and a large and increasing 
number of women are dissatisfied with what they have got. However much 
we may criticize the desire to have a breast form which conforms to a 
generally accepted esthetic pattern, it has to be accepted that gross variations 
from this form cause a severe handicap to the whole emotional and personal 
life of a modern girl. I consider it entirely reasonable and proper medicine 
that such feelings in a girl should be offered relief by surgery. I say this, 
independent of the considerable relief of organic symptoms due to the weight, 
pain in the shoulders, intertrigo, mechanical interference in many recreations, 
and the expense and unsuitableness of the special clothing needed, which the 
operation affords. The price in terms of incapacity (about a month) and of 
scarring (relatively unimportant) is a small one to pay for the relief afforded. 

There is virtually no risk to life although the operation is, of course, 
a major one. (I have heard of no deaths following mammoplasty.) There 
is a very slight risk to the nipple (not more than 1 or 2 per cent. at most; 
and this is a loss which can be largely corrected by a vulval graft). The 
patients themselves after operation almost invariably discount the cost, 
whether it be the time of incapacity, the scars, and the loss of nipple 
sensibility if it occurs. 
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PADIATRIC interest and research, together with the advent of the antibiotics 
and the improved care of the sick child during the past twenty to thirty 
years, have been effective in reducing the incidence of many diseases, and 
combating the severity of many others. Nevertheless, a group of diseases 
of infants and children has come to the fore in recent years, diseases which 
have been actually but unwittingly produced by doctors themselves. 
A discussion of these so-called ‘iatrogenic diseases’ would appear to be of 
interest. 
RETROLENTAL FIBROPLASIA 

Improved care of the premature infant has been a special interest of the 
pediatrician in the past ten years. Special premature baby units have been 
built or organized in many obstetrical departments. The newly born 
infant has been placed in a plastic bell tent or incubator, and oxygen, piped 
in throughout the unit, has been supplied ad lib. to the baby, whether it 
was required or not, often for two or three weeks. After all, as oxygen is 
considered to be life-saving, a little more rather than a little less was thought 
to be advantageous. Between 1947 and 1950, however, for the first time in 
this country, a new disease, retrolental fibroplasia, was recognized. A large 
proportion of premature infants nursed under these conditions were found 
at the age of three to six months to have a white opacity behind the lens, 
and to be completely blind. Articles published by Terry in the United 
States between 1942 and 1945 had called attention to this disease, and various 
factors in the care of the premature baby, for example, nursing in bright 
light, administration of vitamins in special diluents, shortage of vitamin E, 
had been suggested, without proof, as etiological agents. 

Undoubtedly, isolated examples of the disease had also occurred in this 
country before 1950, but if and when it was found that an infant aged 
6 to g months was unable to see, he was usually referred to an ophthalmo- 
logist rather than a pediatrician. Unfortunately, a diagnosis of glioma or 
retinoblastoma was usually made and the eye enucleated. It was not until 
1951 that routine examination of premature babies’ eyes while in the 
nursery revealed a large number of these cases. Moreover, it was recog- 
nized that the disease could be identified quite early, and started with 
proliferation and tortuosity of the retinal vessels and was quickly followed 
by eedema of the retina and finally retinal detachment, associated with the 
formation of fibrous tissues in the vitreous. In the final stages there was 
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complete blindness, but the process was temporary and reversible in the 
early stages. The smaller babies, i.e. those under 3 Ib. (1.4 kg.), were most 
likely to show these signs. 

Numerous possible etiological factors were investigated but the incidence 
of the disease seemed to be linked with the duration of exposure of the 
baby to oxygen, and the amount used. Those infants nursed in high con- 
centrations (about go per cent.) of oxygen such as were obtained in the 
plastic bell tents, or incubators, were most likely to be affected. It has now 
been shown (Jefferson, 1952; Forrester et al., 1954) quite conclusively that 
excess oxygen administration is the cause of damage to the retinal vessels 
and that, if the quantity of oxygen is kept low (25 per cent. or less) and 
not given for more than three days, the disease is averted. Moreover, this 
reduced oxygen policy has in no way altered the survival rate of these small 
premature infants, but in the past three years it has led to the virtual 
disappearance of this terrible disease. Oxygen, which was formerly thought 
to be invaluable for premature infants, has been shown to be dangerous to 
their eyes and not so essential for their life. 


KERNICTERUS 

Another hazard of the newborn is the condition called kernicterus. This 
may occur in the jaundiced baby about the third day of life and shows 
itself by spasticity, disappearance of the normal Moro and grasp reflexes, 
and failure to feed. Eventually the child shows a picture of mental defect 
with deafness and athetotic movements. The condition is due to bile 
staining of the basal nuclei of the brain and may occur if the serum bilirubin 
rises above 18 to 20 mg. per cent. as a result of hemolytic disease caused by 
blood incompatibility of the Rhesus or ABO types between mother and 
infant. 

As was shown by Aidin, Corner and Tovey (1950), however, kernicterus 
may develop in the premature infant unassociated with any blood incom- 
patibility. This type of kernicterus occurs later: usually towards the end 
of the first week, instead of the second or third day, as in full-term infants 
(Cross, Meyer and Gerrard, 1955). It is due to a higher level of circulating 
bilirubin in the premature infant, associated with a greater degree of func- 
tional immaturity of the liver, and greater destruction of the foetal type of 
hzmaglobin. Vitamin K is usually given to the premature infant at birth 
because of the greater danger of bleeding, owing to increased capillary 
permeability and hypoprothrombinemia. Vitamin K is essential for the 
synthesis of prothrombin by the liver, and until recently it had been thought 
that vitamin K was entirely non-toxic and could be safely given repeatedly, 
in doses of 10 mg. Recent investigations have shown that the naphthoquinone 
derivatives (of which synthetic vitamin K is one) are potential hemolytic 
agents, and in these large doses are capable of destroying red cells, increasing 
the amount of circulating bilirubin in the blood and thereby causing ker- 
nicterus by bile-staining of the basal nuclei of the brain (Allison, 1955; 
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Laurance, 1955). It has been noted (Moore and Sharman, 1955) that in 
experimental animals the haemolytic effect of vitamin K when given in large 
doses is enhanced by lack or absence of vitamin E, and premature infants, 
if they are artificially fed or have not yet been fed at all, are certainly 
deficient in vitamin E for the first few days. It is suggested therefore that 
large intramuscular doses of vitamin K increase the risk of kernicterus in 
premature babies by raising the already high level of the serum bilirubin. 

Thus two points must be stressed: (1) the realization that in the past 
many premature infants may have been converted into spastic, mentally 
retarded, athetotic defectives by the physician’s over-liberal use of vitamin 
K; (2) the appreciation of the fact that this type of iatrogenic disaster 
can be prevented by using no more than 1 mg. of vitamin K as a prophylactic 
agent in the premature baby. 

At the International Pediatric Conference at Copenhagen in July, 1956, 
it was reported from the United States that ‘gantrisin’ (sulphafurazole), 
which had been given routinely to premature infants in many nurseries to 
try to prevent the spread of infection, has also been associated with an 
increased number of cases of kernicterus, presumably as a result of a 
hepato-toxic or hemolytic effect. Here again, the doctor in his zeal to prevent 
one type of disease, i.e. infection, has unwittingly been the agent for the 
production of another. 

HY PERVITAMINOSIS 
It is recommended that new-born babies should receive vitamin supple- 
ments in daily doses. The daily doses should be 3000 units of vitamin A 
and 800 units of vitamin D. In addition, vitamin C, in the form of 25 to 
50 mg. of ascorbic acid daily, should be given at the same time. Poisoning 
due to vitamin A, however, has been described in the American literature 
since 1944, due apparently to excessive or prolonged administration of 
halibut-liver oil, or oleum percomorph (Josephs, 1944; Toomey and 
Morisette, 1947; Caffey, 1950). Recently in Britain a pure vitamin A 
product has been made available and is being used by many dermatologists 
for the treatment of certain skin diseases, and now cases of vitamin A 
poisoning have been described in this country as a result of prolonged 
administration of such a pure vitamin A product. 

Usually there is a lapse of several months between the start of the exces- 
sive dosage and the appearance of the diagnostic clinical signs, but the 
clinical picture is fairly uniform. Initial symptoms are anorexia, fretfulness 
and itching of the skin. Tender subcutaneous swellings appear over the 
long bones and scalp, bleeding fissures appear on the lips at the muco- 
cutaneous junctions, and the liver and spleen are enlarged. Loss of hair 
and a macular rash, associated with dryness of the skin, also characterize 
the condition. Bulging of the fontanelle, vomiting and agitation have 
been described after a single large dose (350,000 units), so that meningitis 
may be wrongly diagnosed. The most valuable investigation is the estimation 
of the vitamin A blood level, showing a rise above the normal level of 50 
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to 130 international units per 100 ml. Characteristically, when the vitamin A 
administration is stopped, the signs and symptoms of the disease regress 
and there is rapid recovery. 

Wolf (1943) ) confirmed that vitamin D in large doses can cause nephro- 
calcinosis in healthy infants, and Lightwood (1952) and Fanconi (1952) 
have described benign and severe types of idiopathic hypercalcemia in 
infancy, which in many ways resemble and are thought to be due to hyper- 
vitaminosis D. The clinical picture is well defined: anorexia, vomiting, 
constipation and failure to thrive, with a raised serum calcium and blood 
urea level. There is disturbed calcium metabolism, and renal failure, but 
no evidence of rickets (Bonham-Carter et al., 1955). The picture is very 
similar to the hypercalcemia produced by vitamin D poisoning. Improve- 
ment takes place on a low-calcium diet, with the addition of cortisone to 
hasten calcium elimination. 

Vitamin D is usually given in the form of cod-liver oil, but babies fed 
on a reliable brand of dried milk or evaporated milk, both of which are 
reinforced by vitamin D, and at the same time receiving cod-liver oil, or 
‘adexolin’, in addition, will obtain much larger doses than the 800 to 1000 
international units usually suggested as the prophylactic requirement. 
Not all infants develop this picture when given large doses of vitamin D, 
but it may be that some infants are particularly sensitive to this vitamin, 
and unable to tolerate large quantities. We must therefore make sure that, 
whilst infants have enough vitamin D to prevent rickets, they do not receive 
excessive quantities by simultaneous administration of several vitamin 
preparations. Furthermore, it is well known that adults receiving milk and 
alkalis over prolonged periods for the dietetic treatment of peptic ulcer 
may develop an alkalosis characterized by anorexia, vomiting and con- 
stipation associated with renal calcification and failure—a picture very 
similar to that of hypercalcemia in infancy. Now, all infants receive milk 
feeds for several months, and many of them also receive milk of magnesia 
for prolonged periods, often for no very adequate reason except that 
mother or grandmother thinks that the baby is not having enough motions 
each day. Once the baby is started on magnesia, it seems to become a 
routine to give it for all feeding disturbances. 

The exact etiology of so-called idiopathic hypercalcemia of infants, 
and renal acidosis in infancy, is not known, but excessive intake of vitamin D 
and alkalis may be important etiological factors. It is important therefore 
not to prescribe magnesia and, in addition, to stop the mother giving it. 


ECZEMA VACCINATUM 
From time to time, in hospital, we see babies with generalized eczema 
upon which are superimposed the lesions of vaccinia—so-called eczema 
vaccinatum. The baby is usually severely ill, with high fever, marked toxicity 
and often superimposed secondary infection. This is due to the vaccination 
of a baby who already has infantile eczema, or close contact between a 
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vaccinated individual and a younger sibling with eczema. Whilst every 
endeavour should be made to raise the vaccinial state of the population by 
advising vaccination of our newly born babies, the presence of infantile 
eczema is a definite contraindication and the carrying out of vaccination 
in such a child causes harm and may even lead to the death of the child. 
In this connexion might be mentioned the dangers of serum shock 
following the administration of tetanus antitoxin to the child with a dirty 
lacerated wound. This could be avoided by the carrying out of active 
immunization against tetanus in infancy, by the use of triple diphtheria- 
pertussis-tetanus immunization, which would protect from tetanus the child 
who had sustained a dirty wound and did not attend hospital for treatment. 


PINK DISEASE 

Between the ages of six months and two years, many children have phases 
when they are very fretful and somewhat feverish, and spend their time 
with their fingers pushed into their mouths. They are said to be ‘teething’ 
and many mothers, with or without the advice of the doctor, prescribe 
a teething powder. The most popular one on the market used to contain 
2g per cent. of calomel, and the relationship between this and pink disease 
is now established. The clinical picture of pink disease is well known: 
a child of about one year old who refuses to stand, is miserable and hypo- 
tonic, with anorexia, extreme fretfulness, and loss of hair and teeth and 
skin tone. There is often a skin rash and marked tachycardia. Mercury is 
found in the urine, and usually one is able to get a story of administration of 
mercurial teething powders preceding the onset of the illness. Unfortunately, 
the giving of teething powder is an old-established practice and is often 
carried out because teeth are expected, rather than because the baby is 
showing any real distress. As a result, mercury can be given continually 
over long periods, with the risk of mercurial intoxication. 

Mercury can be absorbed from other sources apart from teething powders. 
Calomel itself has often been administered to infants in the past as a chola- 
gogue or purgative, and mercurial ointments may be another source of 
trouble. The liquid metal spilt on the floor from a broken barometer or 
thermometer has been recovered in the vacuum cleaner sweepings quite 
a long time after the accident, and has been incriminated as the source of 
mercury poisoning in a child with pink disease, who had played on that 
floor. It is significant that if the excretion of mercury is hastened by giving 
injections of dimercaprol, the course of the disease is shortened. 

Since the manufacturers withdrew calomel from teething powders about 
three years ago, and the dangers of the use of mercurial pills and ointments 
in infancy have been realized, pink disease has virtually disappeared. The 
only case which I have seen in the past twelve months was that of a child 
who showed mercury in the urine, and came from a country village, where 
teething powders of ancient vintage obtained from the local chemist’s shop 
had been administered. 
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Nephrosis has been reported as a complication of pink disease, and the 
association of the two diseases has led to the search for mercury in the urine 
of all cases of nephrosis in childhood (Wilson et al., 1952). There is no 
doubt that this does occur and the fact that mercurial poisoning may be 
the cause of the disease in some children, and lead to their death. was 
recently demonstrated in the Coroner’s Court in Liverpool. 


LEAD POISONING 
Lead is another metal which produces a threat to health. Lead colic, due 
to poisoning, used to be common before it was recognized that children 
sucked the lead paint from their cot rails or toy soldiers. These sources of 
trouble were understood and removed, but then it was discovered that 
babies could get lead poisoning from lead nipple shields prescribed for, 
and used by, their lactating mothers. More recently, attention has been 
drawn to the dangers of the habit of older children in sucking iced lollies, 
which are so popular especially in the summer time. These are made by 
freezing water and coloured syrups in moulds made of poor quality tin 
plate, which may have been soldered with lead. Semple has reported from 
Liverpool (The Practitioner, 1953) that these concoctions may contain 11 
parts per million of lead, and also copper, tin and zinc in similar high 
proportions. 
ACCIDENTAL POISONING 

Acute poisoning in infants and children is almost always the result of an 
accident. Fortunately, therapeutic mishaps are rare. This accidental type 
of poisoning seems to be increasing in frequency and since most of the 
poisons are medicinal in nature the accidents are of particular interest to 
doctors. The commonest age incidence is one to two years, and many 
fatalities have been recorded. Ferrous sulphate, aspirin, antihistamines 
and barbiturate preparations seem to be the commonest drugs involved. 
One effect of the National Health Service seems to have been to bring 
medicaments into more homes than ever, thus increasing the risk to children, 
and, presumably, larger quantities are prescribed than formerly, so that 
more are left lying about the house within reach of the child. In the preven- 
tion of these deaths, the family doctor has an important part to play in 
warning parents about the dangers to their children of these apparently 
harmless preparations. 


BORIC ACID POISONING 
Many doctors may recall having seen small infants with large areas of 
erythematous desquamation, extending from the buttocks and napkin 
area over the whole body, particularly involving the palms and soles—the 
so-called ‘boiled lobster’ appearance. This was often diagnosed as a severe 
‘nappy rash’ but was really an example of exfoliative dermatitis in infancy: 
so-called Ritter’s disease, which used to be quite common. Sometimes 
a bulging tontanelle with opisthotonos was noted, and a mistaken diagnosis 
of meningitis made. In those days the eyes of the new-born baby were 
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bathed with boric acid solution, the umbilicus and buttocks were dusted 
with boric powder and the mouth was swabbed with borax and honey, 
whilst the mother’s nipples were bathed with boric solution. In other words, 
every effort was made to poison the baby! 

Whereas there has been for many years overwhelming evidence proving 
the toxicity of boric acid, and many fatalities have occurred following its 
accidental ingestion, only recently has it been realized that the widespread 
topical use of boric acid as a mild antiseptic agent in the form of dusting 
powder may also lead to unsuspected trouble because of absorption through 
the abraded skin (Goldbloom and Goldbloom, 1953; Ducey and Williams, 
1953). The usual story is that of a young infant who develops diarrhoea 
with some excoriation of the buttocks. Boric powder is used locally and is 
absorbed, producing an increase in the excoriation and intensification of the 
diarrhoea and vomiting and development of the typical skin appearances. 

It is incredible that a drug with such toxic properties and doubtful 
hygienic value should come to enjoy such popularity, both in the hands 
of the physician and the medicine chest of the bathroom at home. Here 
then is another disease caused by our own medication, which could be 
prevented by abolishing the use of a substance which in any case is a very 
poor antiseptic, and which could easily be replaced by a safer and more 
efficient agent. 

SULPHONAMIDES AND ANTIBIOTICS 

In the administration to infants and children of sulphonamides, particularly 
the less soluble preparations, care should be taken lest the therapeutic 
benefits become offset by the dangers of crystalluria. Recently, three 
children have been seen in hospital with hematuria going on to complete 
suppression of urine, due to administration of one of the less soluble 
sulphonamides. Ureteric catheterization and washing out of the renal 
pelvises was required before urine secretion was restarted. If the child is 
vomiting or taking insufficient fluids, these complications of sulphonamide 
therapy must be remembered, and can be easily avoided. 

The beneficial effects obtained by the use of a wide-spectrum antibiotic 
have also brought hazards to the child. The normal bacterial flora in the 
gastro-intestinal tract is so altered that the synthesis of vitamin K and 
the B complex is diminished or abolished. As a result, monilial (thrush) 
infection may flourish and may become generalized with fatal consequences. 
Moreover, an acute form of ulcerative colitis, due to staphylococcal infection, 
is increasingly reported in association with the prolonged use of these 
wide-spectrum antibiotics. Apparently, the staphylococcus proliferates in 
an environment which has been rendered free of other bacterial organisms. 
It is important therefore not to use all these powerful drugs for more 
than a few days, and the addition of vitamin B complex is an important 
adjuvant to therapy. 

Fatal aplastic anemia was recognized in the United States as a sequel to 
prolonged administration of chloramphenicol before it was realized in this 
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country that this antibiotic could produce such a catastrophic disease. 
One of the first cases of fatal aplastic anemia to occur in this country was 
reported from my own department, and occurred in a young child who 
had been given chloramphenicol for a rnonth for the treatment of pertussis 
(Wolman, 1952). Nowadays it is realized that this drug should not be given 
for more than five days and should be reserved for special conditions such 
as typhoid fever and influenzal meningitis, where its use is most beneficial. 


STEROID THERAPY 
Examples of Cushing’s syndrome are being repeatedly seen among children 
in hospital. These are the children who develop obesity, ‘moonface’, 
hirsutism, hypertension and glycosuria while receiving treatment with 
corticotrophin or cortisone. These hormones are now being used for the 
treatment of rheumatic fever, the nephrotic syndrome, leukemia and many 
other diseases. Fortunately, the abnormal side-actions of the hormones are 
usually reversible and temporary, but occasionally permanent diabetic 
changes and psychological disturbances may result from prolonged treat- 
ment. Thus, while realizing the great value of these preparations, it must 
be understood that troubles may arise occasionally from their side-effects. 


IRRADIATION HAZARDS 
Finally, mention must be made of the harm which can be caused by the 
doctor to the unborn child. It has been known for some time that excessive 
exposure of the pregnant woman to x-radiation in the early months of 
pregnancy is liable to cause microcephaly and other congenital defects in 
the foetus, but evidence is now forthcoming (Stewart et al., 1956) that 
leukemia and malignant disease are considerably more common in children 
whose mothers have had x-ray examination of the abdomen during 
pregnancy. 
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THE DIAGNOSIS OF CARCINOMA 
OF THE PANCREAS 


By C. R. BOUGHTON, M.B., M.R.C.P., M.R.A.C.P. 
Visiting Physician, Royal Prince Henry Hospital, Sydney, Australia 


Tue diagnosis of carcinoma in its earliest stages always presents a challenge 
to the clinician, as the condition must often be suspected in the actual or 
virtual absence of evidence. This is particularly so in the case of carcinoma 
of the pancreas, where the diagnosis is usually not seriously considered 
until the appearance of obstructive jaundice, and indeed, when it is enter- 
tained in the pre-icteric stage, it is difficult to confirm. 


SCOPE OF SURVEY 

It was considered of interest to examine the clinical aspects of carcinoma 
of the pancreas, compare them with those in carcinoma of the ampulla of 
Vater, and also try to determine whether glycosuria appears more commonly 
in either than would ordinarily be expected in this age-group. This has 
been done on the group of 122 patients with pancreatic carcinoma, who 
have been treated at St. Thomas’s Hospital since 1940. The diagnosis was 
confirmed in each instance histologically, either at laparotomy or necropsy. 
There were eleven proven cases of carcinoma of the ampulla of Vater 
during this period. 

Incidence.—Of the 122 cases, 86 were men and 36 were women: nearly 
two-and-a-half times as many men as women. The average age at onset of 
symptoms in both men and women was 62 to 63 years (fig. 1). 

Site.—The growth arose in the head of the pancreas in 72 cases (59 per 
cent. of the total), in the body and tail in 33 cases (27 per cent.); in 17 cases 
(14 per cent.) the whole organ was involved. 

Duration of the disease.-—The average period of time between the appear- 
ance of the first symptom which could reasonably be attributed to the con- 
dition and death was only 25 weeks: 24 weeks where the head was primarily 
involved and 28 weeks in cases of carcinoma of the body. One patient lived 
eight years and another three years after the diagnosis of carcinoma of the 
head of the pancreas had been established, but these were quite exceptional. 
In both these cases short-circuiting operations of the gall-bladder to the 
small intestine were performed. 


PRESENTING SYMPTOMS 
These are summarized in table I. In a few cases, prodromal symptoms, 
presumably due to the condition, were present for a surprising length of 
time preceding the appearance of jaundice (fig. 2) (Bourne, 1936). 
Abdominal pain was present in 100 cases out of 122 (82 per cent.). It 
occurred in 52 out of the 72 cases of carcinoma of the head (72 per cent.) 
September 1957. Vol. 179 (288) 
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and in all 33 cases in which the body of the pancreas was primarily involved. 
It was felt most often in the epigastrium, often radiated through to the back 
and was occasionally made worse by the patient lying on the back. One 
patient with carcinoma of the body of the pancreas found relief only by 
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Fig. 1.—Age and sex incidence in a series Of 122 cases of carcinoma of the pancreas. 


lying face down. In some cases the pain radiated also to the right hypo- 
chondrium or lower, less often to the left side. Rarely it occurred in these 
latter sites only. The pain was usually described as being dull, unpleasant, 
constant and boring. Food usually had no effect on it at all, nor did vomiting. 
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Tasie I.—Summary of predominant symptoms and their frequency in a series of 122 cases 
of carcinoma of the pancreas. 


The diagnosis tended to be delayed in patients with carcinoma of the body 
of the pancreas because of the absence of jaundice. Not a few of these 
patients, whose only complaint was persistent abdominal pain and who had 
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no physical signs, had been referred for psychiatric treatment, before the 
progress of the condition had made its organic origin apparent. 

As might be expected, pain was present almost invariably when spread 
of the growth had occurred either locally or beyond. 
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Fic. 2.—Cumulative diagram showing duration and frequency of symptoms prior to 
diagnosis in a series of 122 cases of carcinoma of the pancreas. 
= pain in carcinoma of head of pancreas. 
‘—'——"=—* == pain in carcinoma of body of pancreas. 
pate aetna = = laendion, 
-—~—~—-—-—-+ = lassitude, loss of weight. 

Lassitude and loss of weight were noticed by at least 84 of the 122 patients, 
often preceded the appearance of other symptoms by many weeks, and were 
made worse by loss of appetite, pain and vomiting. 

Jaundice was present in 59 of the 72 cases with carcinoma of the head 
prior to admission to hospital, but in only two of the 33 cases in which the 
body and tail were involved. The jaundice was obstructive in type and 
steadily progressive. The pruritus which often preceded the appearance of 
jaundice tended to be persistent and severe. 

Anorexia occurred in half of the cases regardless of the primary site of 
growth in the organ. It often preceded other digestive symptoms by some 
weeks. 

Nausea, post-prandial flatulence and vomiting occurred in 46 of the 122 
cases. Gaseous abdominal distension, due possibly to involvement of the 
ceeliac plexus, was often noted. 

Other less commonly encountered manifestations included constipation, 
melzna, anemia and ascites. Not uncommonly diarrhcea of several months’ 
duration was present before other evidence of disease appeared and in some 
cases this appeared to be a pancreatogenous steatorrheea. 


A man of 74 years developed frequent loose pale motions, which, he noted, 
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floated on the surface of the water. One month later, loss of weight was evident. 
Examination of stool at this time revealed 57 grammes of fat per 100 grammes of 
dried stool. Of this 57 grammes, 73 per cent. was split fat and 27 per cent. neutral 
fat. There was no occult blood in the stool. ‘Three months later pruritus developed, 
and then jaundice, which was found to be obstructive and due to carcinoma of 
the head of the pancreas. 

Diabetic symptoms.—Several patients presented with diabetic symptoms 
and two were found to have glycosuria on routine testing. Other evidence 
of carcinoma was present in most of these patients or was not long in 
appearing. 

. SIGNS 

In 67 jaundiced cases the liver was enlarged and palpable in 63 and the 
gall-bladder was palpable in 33. Of these 63 jaundiced cases with palpable 
livers, roughly a third were free from hepatic secondary deposits, so that 
the finding of an enlarged liver in the presence of jaundice in this condition 
does not necessarily imply that the liver is involved by the growth. When, 
on the other hand, the liver was involved by secondary deposits, it was 
palpable in 49 cases out of 49 in this series. An abdominal mass, other than 
liver and gall-bladder, was felt in 23 out of 122 patients. 

Glycosuria was present in 14 cases (11.5 per cent.). In one, mild glyco- 
suria was found two years previously, which did not require insulin at that 
time. When the symptoms of carcinoma developed, insulin was found 
necessary. In the remaining patients, glycosuria was discovered during the 
course of the illness before the diagnosis was apparent. In all but one of 
these cases the head of the pancreas was involved, with or without the rest 
of the organ. It is quite likely that, if the urine had been tested more fre- 
quently, other cases with glycosuria developing later in the illness might 
have been detected. In any case, the incidence of glycosuria was consider- 
ably more than was to be expected in this age-group, the average expected 
incidence of diabetes mellitus in the community in the 50 to 70 years age- 
group being about 2 per cent. 


PATHOLOGY 
Regardless of site, carcinoma of the pancreas spread locally and then most 
frequently to the liver. Hepatic deposits were found in 70 out of 122 cases, 
but it is certain that the liver was involved in more cases than these, as 
necropsy was not performed on all patients who had had a laparotomy. 
Spread occurred to the para-aortic and porta hepatis group of glands in 
at least 33 cases, and in 29 cases the stomach and/or duodenum were in- 
volved by direct encroachment. The peritoneum, mesentery and coils of 
intestine were involved in at least 25 cases, lung and pleura in 13, the skin in 
six, usually in the region of the umbilicus, the right adrenal gland in four, the 
hilum of the spleen in four, the diaphragm in three, the spine in two, the left 
kidney in two, and, on one occasion each, the brain, left supraclavicular 
glands and mediastinum. 

DIAGNOSIS 
It is apparent that the neoplasm must be present in the pancreas for some 
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time before symptoms arise, and it is difficult to reach a firm diagnosis even 
when the earliest of the symptoms do appear. The diagnosis should be con- 
sidered in any person over the age of fifty years who develops persistent 
mid-abdominal pain not of typical peptic-ulcer type, and in whom loss of 
energy and weight are apparent. Before the appearance of obstructive jaun- 
dice it is often impossible to make a diagnosis without a period of observa- 
tion, recording the weight at each visit and testing the urine for sugar. An 
occasional case will present with diabetes mellitus or will be found to have 
symptomless glycosuria during a routine medical examination. 

The conditions most likely to be confused with carcinoma of the pancreas 
in the pre-icteric stage are chronic peptic ulcer, carcinoma of the stomach 
and, less often, chronic pancreatitis, which has a longer history, carcinoma 
of the colon and carcinoma of the lung with hepatic and bony deposits. 

A barium meal may be expected to show abnormalities in at least one- 
third of the cases of carcinoma of the head of the pancreas: either malignant 
ulceration of the stomach, pylorus or duodenum, or deformity and obstruc- 
tion of the first or second parts of the duodenum (Berk, 1941; Case, 1940; 
Bockus, 1946; Beeler and Kirklin, 1952). Widening of the duodenal loop 
was not seen in this series. The rather unusual history will suggest that if 
the response to peptic ulcer treatment is not satisfactory within a reasonable 
time, the diagnosis is probably not simple peptic ulcer. Plain x-ray of the 
abdomen may sometimes reveal calcification in the case of chronic pan- 
creatitis. A chest x-ray will usually distinguish between primary and 
secondary carcinoma of the lung in the occasional icteric case which shows 
hepatic and pulmonary metastases. Bronchoscopy may be required to con- 
firm the diagnosis which at this stage is mainly of academic interest. 

Serum lipase estimations (Leveaux, 1954) and stool fat analyses may 
provide confirmatory evidence of pancreatic dysfunction. 

When on clinical grounds the suspicion of carcinoma of pancreas cannot 
be ruled out, the question of laparotomy should be seriously considered, 
especially if the patient’s condition is reasonably good. In the elderly and 
feeble, laparotomy is hardly indicated as a purely Uiagnostic procedure. 


CARCINOMA OF THE AMPULLA OF VATER 
Since 1940, 11 verified cases of this condition can be traced in the hospital 
records: six men and five women. The average age of incidence was 72 
years, rather higher than in carcinoma of the pancreas. There were well- 
marked differences clinically, in the history, course, average prognosis and 
complications, from carcinoma of the pancreas. 

The early part of the history was characterized by loss of appetite, nausea, 
vomiting, flatulence and lassitude: these symptoms often preceded the 
onset of jaundice by some weeks. Jaundice was present in all and charac- 
teristically fluctuated from time to time. Pain occurred in six cases. In four 
patients the pain was colicky in type, tending to occur post-prandially, and 
was not the constant, severe, boring pain of carcinoma of the pancreas. In 
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the other two patients the pain was more of peptic-ulcer type, again occur- 
ring after meals. It was usually situated in the epigastrium or right hypo- 
chondrium and occasionally radiated through to the back. In one patient 
the only pain that occurred was an attack of colic immediately preceding 
the onset of jaundice. In all six cases the time between the onset of pain 
and that of jaundice was short—not more than two weeks. 

One case presented with glycosuria which occurred at the same time as 
the earlier symptoms of the condition. 

The average expectation of life was about twenty months; i.e. nearly 
four times that of carcinoma of the pancreas. The malignancy was of low 
grade, only occasionally tending to spread locally in the duodenum and to 
the liver (two cases out of eleven). Ascending cholangitis was seen twice, 
with the production of multiple liver abscesses. 

The condition most commonly confused was infective hepatitis—because 
of the fluctuating jaundice, relatively painless onset and varying pattern 
obtained with liver function tests. The gall-bladder, however, was palpable 
in nine cases out of eleven; a most useful finding. Blood was often present 
in the stools from ulceration of the growth and this finding increased the 
suspicion of growth in any case of ‘infective hepatitis’ with unusual features. 
Two cases developed anzmia because of this bleeding. Deformity of the 
first and second parts of the duodenum on radiological examination was 
common and of assistance in diagnosis. 

Cholelithiasis with migration and impaction of a stone in the common 
bile duct may be painless in older patients and must be distinguished from 
carcinoma of the ampulla. This distinction is not always possible on clinical 
grounds alone and in the presence of jaundice a radiotranslucent stone is 
difficult to demonstrate even by the ‘biligrafin’ method of cholecystogram 
examination. 

Should jaundice not be severe, a liver biopsy may be of assistance in 
determining the presence or otherwise of hepatitis or extrahepatic obstruc- 
tion. In the jaundiced patient, due caution must be observed in performing 
a liver biopsy. 

TREATMENT 
This will not be considersd in any detail. In the feeble patient or poor 
operative risk patient, the main indication for surgery is relief of severe 
pruritus. In younger and fitter patients early diagnosis should logically lead 
to radical resection if facilities are available to carry this out and provided 
that the growth is obviously operable (Whipple, 1951; Muir, 1955). This 
is often the case in carcinoma of the ampulla and infrequently so in the 
case of pancreatic carcinoma. It is apparent that both surgeon and patient 
should be strong enough to endure the procedure (Cattell and Warren, 1953). 


DISCUSSION 
The pain of carcinoma of the pancreas is not unlike that occurring in chronic 
pancreatitis, and varying degrees of pancreatitis are found at necropsy when 
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the head is involved. In view of the fact that carcinoma of the body is in- 
variably painful, a more likely reason for pain is involvement of the ceeliac 
plexus and groups of autonomic fibres surrounding the superior mesenteric 
artery. The parietal peritoneum on the posterior wall of the abdomen is 
probably also a pain-sensitive structure. When the stomach or duodenum is 
involved in malignant ulceration, further cause for pain is present. 

No adequate explanation for the occurrence of glycosuria has been found 
histologically and the explanation may be as obscure as that of diabetes melli- 
tus itself. All patients but one with glycosuria had carcinoma involving the 
head of the organ but in these there was no consistent finding of pancreatitis. 
A few sections showed acute, and some chronic, pancreatitis but the majority 
of islets appeared normal histologically. More study of this aspect of the con- 
dition is required. Among 251 cases from the literature reviewed by Kiefer 
(192 7), 43, or one in six, had glycosuria. Leveaux recorded persistent glyco- 
suria in 14 out of 46 cases. Dashiell and Palmer (1948) found a diabetic 
glucose-tolerance curve in 18 cases out of 21 examined. In the individual 
patient who gives a suspicious story, this finding can at best be only sug- 
gestive. 


SUMMARY 

(1) An analysis of 122 cases of carcinoma of the pancreas has been carried 
out, indicating that the diagnosis of this condition before the appearance 
of jaundice depends primarily upon clinical assessment. 

(2) Special investigations may be of assistance, but none is diagnostic. 

(3) Glycosuria occurs in a larger percentage of patients with carcinoma 
of the pancreas than among the population of this particular age-group. 

(4) There are differences in the history and findings between carcinoma 
of the pancreas and that of the ampulla of Vater. 

(5) Early diagnosis is possible only by recognizing the natural history of 
the disease and by entertaining a reasonable index of clinical suspicion. 


I would like to thank Dr. J. S. Richardson, Physician to St. Thomas’s Hospital, 
for his advice and help. 
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FERROUS CALCIUM CITRATE IN 
PREGNANCY ANAMIA 


By J. M. HOLMES, M.D., M.R.C.O.G. 
Senior Obstetric Registrar, Guy's Hospital and Farnborough Hospital 


PREGNANCY throws increased demands on the iron reserves of the body and 
even a well-balanced diet will barely provide an adequate iron absorption 
of 2 mg. per day (Moore, 1955). 

Hemodilution normally occurs during the later months of pregnancy and 
this will produce relatively low haemoglobin levels in the absence of anzemia 
(Roscoe and Donaldson, 1946). Nevertheless, a superimposed hypochromic, 
microcytic, iron-deficiency anemia, due to the increased demands of preg- 
nancy and lactation, is not uncommon (Gatenby and Lillie, 1955) and should 
be corrected before the onset of labour. 

Intravenous or intramuscular administration of iron is not free from the 
risk of serious hypersensitivity reactions and may cause local pain. Oral 
preparations are to be preferred, but many cause gastric irritation with 
nausea and vomiting, constipation and occasionally diarrhea. This lack of 
tolerance occurs in 48 per cent. of patients taking ferrous sulphate and 8 per 
cent. taking ferrous gluconate (Gatenby and Lillie, 1955). 


CLINICAL TRIAL 

Ferrous calcium citrate with tricalcium citrate (‘rarical’) was given to 50 
pregnant women with iron-deficiency anemia, and the hemoglobin response 
and tolerance were compared with those of 50 women receiving ferrous 
sulphate. Anemia was considered to be present if the hemoglobin values 
were below 12 grammes per cent. (14.8 grammes is equivalent to 100 per 
cent.) during the first sixteen weeks of pregnancy, or below 10 grammes 
per cent. thereafter. Hypochromic and microcytic red blood ceils were 
accepted as evidence of iron deficiency. 

Ferrous calcium citrate tablets contain 25 mg. of ferrous iron and 85 mg. 
of calcium. It is a white compound, tasteless and relatively stable in air and 
light. Two tablets were given three times daily (150 mg. of iron a day) for 
three weeks. The control patients received one tablet of ferrous sulphate 
three times daily (200 mg. of iron a day) for three weeks. Hemoglobin 
was estimated as oxyhemoglobin, using a photo-electric cell. Estimations 
were made at weekly intervals during treatment and for two weeks after the 
three weeks’ course of iron had been completed. 


RESULTS 
The average increase in level of hemoglobin in those patients receiving 
ferrous calcium citrate was 0.5 gramme per week. When the hemoglobin 
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was below 8 grammes per cent. a rise of 0.6 gramme per week for two weeks 
was observed ; thereafter the rate of rise fell to 0.46 to 0.5 gramme per week. 
There was no case of gastric intolerance, although two patients failed to 
respond to any form of oral iron and required transfusion with fresh blood. 
In the control group the average increase in level of hemoglobin in 28 
patients who were able to take ferrous sulphate was 0.35 gramme per week. 
Twenty-two patients (44 per cent.) had severe gastric irritation and were 
unable to continue with ferrous sulphate for more than a few days. 
Ferrous calcium citrate is of particular value in the post-partum anaemic 
patient but, because of the marked fluctuations of haematocrit value due to 
loss of blood at the time of delivery, and excretion of body fluid during the 
puerperium, these patients have been excluded from the present series. 


DISCUSSION 

The main difficulty in the administration of iron during pregnancy has been 
the high frequency of gastro-intestinal irritation. Even if the nausea and 
vomiting be tolerated, the total iron intake will probably fall below the 
desired level and iron absorption will be deficient. Intravenous and intra- 
muscular iron preparations have been selected as an effective alternative, but 
these are not completely free from risk and oral iron is more convenient. 

Ferrous calcium citrate is an effective oral preparation of iron, which 
causes no gastro-intestinal disturbances and is therefore more likely to evoke 
an adequate degree of iron absorption. Nevertheless, there will remain a 
small group of patients who are completely resistant to all forms of iron 
therapy and these should be investigated by bone-marrow puncture to ex- 
clude macrocytic anemia of pregnancy, and may require blood transfusion 
before the onset of labour. 


I wish to express my appreciation to Mr. K. G. Seager, on whose patients this 
trial was conducted, to the members of the Pathology department, Farnborough 
Hospital, for the hematological investigations, and to Ortho Pharmaceutical Ltd. 
for supplies of ‘rarical’. 
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DOMESTIC BEAT HAND 


A NEW OCCUPATIONAL ENTITY? 


By I. M. LIBRACH, M.B. B.Cu., D.P.H., D.C.H. 
Medical Officer in Charge, Ilford Isolation Hospital 


By official definition (the Prescribed Diseases Regulations, 1948) ‘beat hand’, 
or ‘subcutaneous cellulitis of the hand’ occurs in any occupation involving 
manual labour which causes severe or prolonged friction or pressure on the 
hand. Thus, it is seen in coal miners and in stokers. The subcutaneous 
tissues of the hand become thickened owing to the pressure of the pick or 
shovel. Secondary staphylococcal infection through an infected hair follicle 
leads to a cellulitis, a portal of entry such as a scratch or abrasion being 
unusual. 
CASE REPORT 

Many women spend hours in domestic chores requiring tight wringing, 

e.g. family laundering, floor washing. It would be of interest to know the 

incidence of what might be called the domestic variety of beat hand. 
J.O., a housewife, aged 28, was admitted with the story that her left hand had 

been swollen and tight for two days. She used ‘tide’ detergent for washing up, and 
was in the habit of wringing out laundry for five adults by hand. She is right 
handed. At 15 years of age, the right hand was similarly affected. 

On examination: Temperature 102.6° F. (39.3°C.); pulse 120; respiration 20. 
Flushed; furred tongue; menstruating; obese. Blood pressure 120/80 mm. Hg. 
Recent stri# gravidarum. Generalized redness and tense swelling of left hand, 
especially dorsum and between thumb and forefinger. Snake-like red line extend- 
ing to left axiila where a lymph gland was felt. 

Investigations: White cell count : 9,400 per c.mm. ; polymorphs 65 per cent. ; lympho- 
cytes 25 per cent.; monocytes 9 per cent. ; eosinophils 1 per cent. 

Dick test; Negative. 
X-ray of left hand: No radiological evidence of any bony abnormality. 

Treatment: Benzylpenicillin, 54,000,000 units. 

Progress: Slow and uneventful, but some swelling still present. Desquamation of 
hand occurred, but no skin was loose on discharge—grip strong. Discharged after 
eleven days’ stay. 

DISCUSSION 

The history and physical signs of the case described resemble those 
occurring in industrial beat hand. The constant friction associated with 
wringing out clothes would also seem to mimic that due to the pick or 
shovel. It is unlikely that the detergent was a main factor, in that only one 
hand was affected. The story that the other hand was similarly afflicted many 
years previously is of interest and may indicate a constitutional weakness of 
both hands. The case also conforms to the industrial type in that no portal 
of entry for infection was apparent. 


SUMMARY 
A case of subcutaneous cellulitis of the hand occurring in a 28-year-old 
housewife is described. As it closely resembled industrial beat hand, it is 
suggested that it represents a domestic variety. 
September 1957. Vol. 179 (297) 














DOCTORS’ DISEASES 


By SIR ADOLPHE ABRAHAMS, O.B.E., M.D., F.R.C.P. 
Consultant Physician, Westminster Hospital 


HARDLY a week passes without a notice of the death of a medical man from 
heart failure, with a reference to dramatic circumstances, or couched in such 
phraseology as to suggest suddenness and the unexpected. The conclusion 
is unavoidable that there must be some peculiar susceptibility, or some 
special detail, in a doctor’s life to lead to such a partiality. Indeed, the 
medical profession itself is accustomed to refer to coronary thrombosis as 
‘the doctor’s disease’. 

It has been suggested that the publicity accorded to isolated instances 
creates a fictitious impression and that a proper statistical inquiry extended 
to members of other professions of the same age would reveal an incidence 
which did not depart markedly from that over-confidently accorded as ex- 
ceptional to doctors. This may or may not be the case. I cannot claim an 
expert acquaintance with statistics. 


INDICTING THE MOTOR CAR 

Doctors themselves assume that they are subjected in their practice to an 
unremitting strain of a character compounded of the physical and the 
mental, a strain which has a specially deleterious action on the blood vessels 
of the heart. They encounter, so they allege, a degree of anxiety which in 
other professions and in business might be represented by an occasional 
crisis but is to them a daily experience. Since the heart alone knoweth its 
own sorrow, it is impossible to give proof of what can be only conjecture; 
and, plausible though it be, this explanation is not outside criticism. 

I am prepared to offer in its place an indictment of the motor car, which 
is an essential feature in the life of most practitioners, with its constant 
temptation to reduce physical exercise to the lowest possible degree and, as 
a consequence, to lead to a detrimental sluggishness of the circulation. If 
one is attracted by this possibility, it is pertinent to introduce as an additional 
factor, the prolonged inspiration of the toxic products of combustion. 

The increased incidence of this form of heart disease in the last thirty 
or forty years would support either hypothesis; the greater speed and pres- 
sure of modern conditions, or the introduction of the internal combustion 
engine. 

THE FATE OF SPECIALISTS 
This subject encourages another interesting speculation. Are specialists 
liable to affliction with disorders of those organs or systems of the body in 
which they have specialized? 

Apart from heart disease in cardiologists, some striking examples are 
available. I recall two distinguished neurologists who died of tumour of the 
brain. Laennec died of pulmonary tuberculosis. Mikulicz died of cancer of 
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the stomach. S. O. Habershon, who was the author of ‘Diseases of the 
Stomach’, succumbed to gastric ulcer, whilst G. R. Fowler, who wrote a 
treatise on the appendix, himself incurred a fatal attack. Sir William Gull, 
who described arterio-capillary fibrosis, died of cerebral hemorrhage. 

Can we detect in these the influence of auto-suggestion? The more prosaic 
would prefer to think of mere coincidence. Heart disease, for example, is 
far from uncommon; it is to be expected that doctors must be numbered 
amongst its victims and that from time to time heart specialists themselves 
will be included. 

There is yet another possible explanation. It is not surprising that doctors 
are particularly interested in their own recognized weaknesses or disabilities, 
and tend as a consequence to apply themselves assiduously to their study. 
For knowledge casts out fear, and the sufferer who has been drawn to 
the consideration of his own ailment for his own sake will naturally desire 
to utilize the knowledge that he has acquired in the interests of his fellow- 
creatures. The dyspeptic then becomes a stomach specialist, the tuberculous 
is drawn towards sanatorium work, so that no mystery need be attached to 
the association of a specialty with ultimate manifestation of its diseases. 


OCCUPATIONAL HAZARDS 

There is another aspect of this inquiry. It is often observed that doctors 
possess or acquire an immunity to certain diseases: e.g. influenza. I believe 
that there is a lurking suspicion among the laity that the profession possess a 
secret method of protection imparted upon qualification with the strictest 
injunction that it must never be revealed: a kind of private and peculiar 
Hippocratic Oath! Of course there is not the slightest foundation for any 
such idea. The doctor owes his comparative immunity partly to his perpetual 
contact with infection so that he becomes automatically vaccinated. 

In addition, his familiarity with disease leads to a contempt which in 
some subtle fashion undoubtedly plays a part in protection. Not that this 
contempt is without its disadvantages. It tends to encourage a carelessness, 
a neglect of elementary precautions which the doctor would sternly repro- 
bate in the case of his patients, and numerous examples are forthcoming 
when such carelessness has led to a disaster that could, and should, have 
been prevented. The ideal is a sensible adjustment to hygienic principles 
while preserving a healthy intention to remain well. 

It has recently been observed that British medical practitioners are at 
special risk of dying from acute poliomyelitis since deaths recorded among 
them are considerably in excess of those among the population as a whole. 
But the explanation may be that of the inescapable obligations that so often 
fall to the medical man to fulfil. Perhaps doctors do not contract poliomyelitis 
more often than laymen but continue to work and pay the penalty of 
succumbing to a more severe attack. 

The comparatively poor life expectation of the doctor is only too strong 
a piece of evidence that a wise middle course is not easily achieved. 
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CORONARY THROMBOSIS IN GENERAL PRACTICE 


By W. P. O’REGAN, M.B., Cu.B. 


Ormskirk, Lancashire 


I KNOW of no symptom, and I make no exception of pain in the belly, which 
calls so urgently for a swift and sure diagnosis as pain in the chest. The 
public are now well aware of what may lie behind this ‘frontier incident’ in 
our troubled state; and we, as doctors, know that round the next corner lie 
in ambush the men of Fear against whose weapons, once they are discharged, 
we have little or no defence. I shall not labour this point but it seems to me 
to be obvious that a man in the full tide of life cannot be torn from his tasks 
without great and sufficient reason; and, again, to leave such a man with 
a scar on his psyche when there is no corresponding scar on his myocardium 
would appear to be a situation that contains the elements of tragedy. 
Diagnosis, then, is important; and, particularly in this disease, diagnosis 
can be compared to justice, in that it must not only be done but it must be 
seen to be done. The confidence of the patient and that of his relatives must 
be won, and no time or trouble should be spared to gain this end. 


DIAGNOSIS 
I shall only mention those points of diagnosis which seem to me to be 
important in general practice. The fever, the leucocytosis and the increased 
sedimentation rate are useless signs for me because they are delayed and I 
cannot wait. For the same reason the fall in blood pressure is of little value. 

When there is a dramatic fall, the diagnosis is usually so obvious that to 
put the patient to the distress of even taking his blood pressure is unneces- 
sary and unkind. More frequently the blood pressure falls gradually over 
a period of four or five days and when this happens it is significant but it 
happens too late for my purpose. Perhaps I might be permitted to mention 
here a simple maneeuvre which would improve the cardiovascular health of 
the country beyond measure. It is that the instrument maker should 
transpose two of his price labels so that now the electrocardiograph would 
cost {10 and the sphygmomanometer would cost £300. If all existing 
sphygmomanometers could, at the same time, be collected and destroyed, 
great benefits would follow. 

Of the points of importance in home diagnosis I would place first the 
site, distribution and type of pain and indeed the whole story of the attack 
and every variation in health that led up to it. Getting this story right may 
be troublesome but it is very rewarding. Secondly I would place the family 
history. There can be no doubt of the strong influence of heredity in this 
disease but it is well to bear in mind that history must have a beginning and 


September 1957. Vol. 179 (300) 




















GENERAL PRACTITIONERS’ FORUM 301 


we may be looking at the first of a long line of cardiac accidents. Neverthe- 
less, I think it is true to say that, sometimes, when the history of the onset 
is equivocal, when there are no physical signs, and when the electrocardio- 
graphic changes may be delayed, then, if properly attuned, one can clearly 
hear ancestral voices speaking the diagnosis from the grave. 


THE ELECTROCARDIOGRAPH 
Last, but by no means least, comes the electrocardiograph. | am 
aware that there are many conditions outside the heart which 
may produce changes in the electrocardiogram, and also that it 
is possible to get a normal record from a patient who has scarcely 
a branch left on his coronary tree. I do not believe that these exceptions will 
often deceive us if full and due attention has been given to the clinical side 
of the picture. I make it a point to form a firm diagnosis before taking an 
electrocardiogram, one on which I would be prepared to act if I were 
deprived of electrocardiographic aid. I find that in practically all cases 
in which I have made a diagnosis of cardiac infarction this diagnosis is 
verified by the machine. But what often happens is this. I have decided 
that the patient has not sustained an infarct, that in a few minutes’ time I 
shall tell him to get up and go about his business. While I am coming to 
that decision I have put on the electrodes and warmed up the machine; the 
patient is now relaxed and I switch on and there I see, slowly unfolding on 
the snowy paper, the fresh spoor of the Abominable Thrombosis. I cannot 
say in what percentage of doubtful cases this happens, but it is often 
enough for me to have no conceit left of my powers of diagnosis. The 
frequency with which it happens makes me wonder how many cases | 
miss; and then again I wonder whether it matters that I should miss them. 


TREATMENT 
The first point of treatment is the relief of pain. So far as | know, morphine 
is the only drug that attains this end satisfactorily, and it should be given 
freely. I combine it with a little pethidine because I have the feeling that 
this combination is less likely to cause vomiting than morphine alone. 

The next point that a practitioner has to decide is whether the patient 
should or should not be admitted to hospital. For my own part this 
decision has never been difficult because I believe that the best place to 
treat a patient who has a myocardial infarct is in his own home. I do not 
know whether any relative figures of survival have been compiled and I am 
not primarily concerned with survival: but even on this score I have an 
impression that patients treated at home do at least as well as those treated 
in hospital. What I am chiefly concerned with is the high rate of mental 
morbidity shown by patients whose cardiac efficiency has been restored in 
a hospital ward. Although the reasons for this may seem to be obvious, 
I am never quite certain that I fully understand it. One knows, of course, 
that the patient discusses his complaint with the house doctors, the nurses 
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and even the ward cleaners, and that such discussions, except at the highest 
levels, are exceedingly harmful. Then perhaps the patient in the next 
bed with whom he has been happily swapping symptoms for ten days 
drops back on his pillow and is quietly dead. One can guess that all these 
circumstances lead to a state of mind, the treatment of which by the prac- 
titioner is infinitely more troublesome than that of the disease which led 
up to it. Consequently when the hospital has discharged the patient as 
cured it is not the end but the beginning of treatment. 

Therefore the choice for me has not been difficult. Some years ago, 
however, the advent of special forms of treatment in the shape of anti- 
coagulants caused me ‘furiously to think’. I frequented ‘Doctor and Saint, 
and heard great argument About it and about: but evermore Came out by the 
same Door as in I went’. I formed the view that, in my hands at least, anti 
coagulant treatment was not one that could properly be carried out in the 
home. I thought that those who recommended it ‘protested too much’ and 
were not really judges but advocates of a cause. Perhaps, too, those who 
dismissed it as useless were expressing an opinion of the opposing advocates 
rather than an opinion of the treatment itself. I felt that my patients were 
missing nothing by being kept out of this faction fight and I continued to 
keep them at home whenever the home circumstances would permit. 

I still continue to do this, although I confess that am gradually coming 
round to the view that anticoagulant treatment in the home may well 
become a safe and beneficial procedure. 

After the first few days, during which the bowels are usually closed, I 
allow the patient up to a bedside commode, or even to walk a few guided 
steps to the lavatory. This is much less harmful than the breathless in- 
dignities of the bedpan. (Perhaps something could also be done about the 
bedpans on the Feast of the Breaking of Sphygmomanometers.) I encourage 
the patient to keep his legs moving in bed and a little daily massage of the 
limbs may help to prevent peripheral thrombosis and will certainly help 
to keep an anxious wife or daughter happy. 

I keep the diet very low for the first few days and after that I follow the 
advice of the greatest of all dietitians. The advice is simple and covers not 
only this disease but practically all diseases I am called on to treat: it is 
that ‘a Uittle of what you fancy does you good’. 

Whatever one’s views may be about alcohol, tobacco, and, more latterly, 
milk, now is not the time to deprive the patient of the moderate use of 
these substances. Later on he will be in a stronger position to ‘scorn delights 
and live laborious days’ if his doctor thinks that this is necessary or desirable. 
In these matters a doctor must inevitably project on his patients something 
of his own personal philosophy and, speaking for myself, I should be very 
slow to ask anybody to give up something which largely contributed to his 
personal happiness even if I knew that he would be in better health because 
of this abstention. I have, at the same time, every respect for those who 
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consider it their duty to their patients to urge that human sacrifice should 
still be offered up on the altar of good health. 

My chief concern in treatment is to occupy the patient’s mind and 
thereby check the inroads of anxiety which are so insidious and so strong. 
I never cease to be surprised at the poverty of resource which patients 
display against the ravages of empty time. | find myself taking a partisan 
interest in such subjects as horse racing, the breeding of greyhounds and 
the relative merits of scrum halves. For a punter who is laid by the heels 
the best treatment is a few winning tips, although like many other forms of 
treatment this is not without its dangers. I am ever grateful for the graces 
of the curious religion which | call ‘golfolatry’, even though I cannot 
pretend to an understanding of the mysterious pages in the daily press 
devoted to the permutations of soccer football and its pools. I feel these 
must be what Yeats meant when he spoke of the ‘Secret Scripture of the 
poor’. I lend patients books and make them give me their criticism. I do not 
really know why I keep this up. I lose many good books and the results are 
most disappointing and indeed depressing but every now and then one 
strikes a few feeble sparks which keep the fires of hope alight. 


WHAT TO TELL THE PATIENT 

I come now to what I consider my most important task in the management 
of this disease and that is what I am going to tell the patient and his relatives 
and what attitude I am going to adopt towards this important event in their 
lives. We all know how readily cardiac neurosis can be superimposed on a 
recent cardiac infarction. The patient soon becomes a plaintive and 
querulous bore. The affection and respect of his family are replaced by a 
tolerant contempt, whilst on his part ‘the load of their loveless pity’ is 
worse than anginal pain. 

It is a common misuse of words to describe death as a tragedy. However 
untimely it may seem or whatever tragic possibilities it may hold for those 
who are left behind, death itself is not a tragedy. Tragedy lives on; and it 
lives on most poignantly, for me, in the person of a patient whose body has 
made an adequate recovery, but who is so maimed in mind and spirit that 
he can no longer take his place in the stream of life. 

It may seem to be irrelevant when I say that I consider it odd in this age, 
when death on the roads is almost natural death, and death in the air a 
commonplace event, and when a great part of our talents and resources are 
devoted to the development of means of death for our fellows—death ‘not 
in single spies but in battalions’—in this day and time when we are as it 
were collectively preoccupied with death, that it must not be mentioned in the 
home where death would seem most natural and most right. When we are 
faced with illness which may have a fatal conclusion we are forced into a 
furtive conspiracy to hide the truth from the person who would appear to 
have the greatest right to know it. The warning look, the finger on the lips 
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and the slow shutting of doors, all seem to say that nowhere is to be found 
a man who can face the prospect of death with dignity and with an equal 
mind. Although I do not believe this, I find myself constantly being included 
in this macabre game; but I do feel that in so far as I allow myself to be 
drawn into this conspiracy of silence and deceit, in that measure am I 
guilty of demeaning the standards of human dignity and courage. 


TELLING THE TRUTH 

For this reason I find it satisfying to deal with coronary thrombosis, a 
disease in which I can be almost entirely truthful. I tell the patient what has 
happened to him, the mode of cure and the time it will take. I tell him that I 
have no doubt that he will regain full health and resume his occupation. 
Many years ago when I cared more about my personal reputation than I 
do now I would subsequently tell his wife that there were many uncharted 
rocks that he would have to navigate before coming into harbour. In fact, 
I undermined in the kitchen all the confidence I had established in the 
bedroom. I did even worse than that: I formed a barrier of reserve between 
husband and wife which did something to break the harmony of the home. 
I soon found out that this cowardly hedging would not do. If I were to 
establish a climate of confidence and trust, which was my objective, then I 
found that I had to tell the relatives what I told the patient, and that there 
should be no reservations to throw a shadow over this fellowship of hope. 
I find I have to be most guarded in word and action because patients some- 
times lay traps, but these can be easily avoided if one is vigilant. I try at all 
times to maintain an attitude of cheerful confidence because it is in my 
confidence that lies the patient’s strength. 

It may be said that, if I adopt this attitude in all cases, I must often be 
wrong, and indeed this is true. I can be wrong in two ways only. In the first 
place the patient may die and then I say that I had hoped and expected him 
to live and I was wrong. It is as simple as that. Secondly the patient may 
live and find himself with cardiac limitations within which he has to re- 
arrange his life. In my opinion it is time enough to jump this fence when I 
come to it and it is not a difficult situation to handle because the patient will 
have been making adjustments within himself and effort angina is a strict 
disciplinarian that requires little reinforcement from me. I am not presuming 
to recommend this attitude (and it certainly will not commend itself to 
anyone who has to nourish and sustain a reputation for infallibility), but I 
may mention that patients will often forgive your mistakes when you have 
the good word, whereas they sometimes will not forgive you for a gloomy 
prognosis that proves to be correct. 

In speaking to patients I avoid entirely the use of the word ‘thrombosis’ 
and, if challenged directly on this point, I deny it completely. It is interesting 
to recall the changes in significance of certain words in our vocabulary. 
When I started in practice I always used the words ‘peripheral thrombosis’ 
so as to avoid the dreaded word ‘phlebitis’. Now I hear a gasp of relief when 
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I make a diagnosis of phlebitis. And the mighty word ‘stroke’ with all its 
undertones of heavenly wrath and inevitable doom has been entirely dis- 
placed from its high command in the armies of fear. Decline in greatness 
is always a sad spectacle and even the fading glory of a word can cause us 
a pang of regret. Indeed, I do something myself to diminish its dread 
by using a contradiction in terms of which I always feel slightly ashamed. 
When a patient is slurring her words, and has dropped her teacup a few 
times, and I am asked ‘What is the matter with Mother?’ I say: ‘She has had 
a “‘little stroke”’.’ I always stand still for a moment after this, waiting for 
the thunderbolt to strike me but so far I have escaped. Perhaps even the 
Gods are not what they used to be. However much we may regret it, it is 
evident that the word ‘thrombosis’ is now the atom bomb of our nomen- 
clature, and I consider that a civilized doctor should not use it against his 
fellow-men. 
CONCLUSION 

I never cease to wonder at the advances in medicine during my time in 
practice but it is still a solid and sombre fact that in the great majority of 
cases with which I deal I can do little or nothing to alter the course of the 
disease. In coronary thrombosis I can move the props and set the stage for 
Nature to play her part; after that I devote myself entirely to those side- 
effects where my efforts may be of some use. Cardiac infarction in its long- 
term effects is not so much a disease as a state of mind. We all share some 
measure of the heritage which is well described by Constance in ‘King John’. 
She says :— 


‘Thou shalt be punished for thus ’frighting me, 
for I am sick and capable of fears; 

oppressed with wrongs and therefore full of fears; 
A widow, husbandless, subject to fears; 

A woman, naturally born to fears.’ 


If I substitute ‘man’ for ‘woman’ in those lines they are still equally true. 
When there is added to this common inheritance the fears engendered by a 
disease like coronary thrombosis it is only an exceptional human being who 
can cope with such a situation under his own steam. Mostly they need our 
confidence and support and if we do not give them this, we give them 
nothing. 

In the edition of Osler’s great textbook of medicine which I read as a 
student the first chapter was on typhoid fever and it was almost interminably 
long. Most of the general principles of medicine both preventive and 
curative were focused and brought to bear on the problem of typhoid. One 
day some students were grumbling about the length of this chapter and 
one of them made the shrewd remark: “What does it matter under what 
heading you learn your medicine—when you know Typhoid Fever you 
know almost all medicine’. If J were to write a textbook of medicine the 
first and the longest chapter would be on fear; and, maybe, some student 
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in the future might truthfully say: ‘If you know Fear you know the greater 
part of the practice of medicine’. 

There is said to be much dissatisfaction today in the ranks of general 
practice. Although it is true that it has lost some of its savour, I cannot 
say that I share in all our so-called frustrations. After all, the provision of 
stays for sagging abdomens and of skewed heels for fallen arches are narrow, 
pedestrian tasks which properly come within the province of the specialist. 
We practitioners can take comfort from the fact that two tasks still remain 
to us which cannot be taken away; and we face them both in the treatment 
of coronary thrombosis. They are the relief of pain and the conquest of 
fear. These are tasks not unworthy of our best efforts; ‘works of noble 
note’ that are not unrewarding, provided we are prepared to accept at least 
some of our reward in coinage other than that of the realm. 


SOME OBSERVATIONS ON EMERGENCY CALLS 
IN A HIGHLAND PRACTICE 


By R. S. C. FERGUSSON, M.B., Ch.B. 
North Scotland Faculty, College of General Practitioners 


Tue College of General Practitioners has carried out an investigation of the 
emergency calls in general practice, and I felt it might be of interest to record 
some aspects of emergency calls which are peculiar to rural, and particularly 
Highland, practices. No two practices are identical, but my practice can 
probably be regarded as typical of those along the north and west coasts of 
Scotland. 


GEOGRAPHICAL 
My practice is scattered along the west coast of Sutherland; the parish it 
serves extends half way across Scotland and covers close on 180 square miles. 
It is a mountainous and picturesque region with five peaks over 2,500 feet 
(760 metres) and it contains more lochs than any other parish in the county. 
Distances are great, the farthest village being 23 miles away, and single visits 
of 50 miles are not unusual. It is predominantly a crofting area, with some 
sea fishing and an expanding tourist traffic, but in spite of this has a fast 
declining population, having lost 334 per cent. of its people in the last 
20 years—more than any other parish in Sutherland. As it is the young 
people who have gone, this has left a population with an abnormally large 
number of old chronic geriatric cases. There are at present nearly goo 
people resident in the parish and in the course of the year I see some 150 
temporary residents. 

It will be evident that the distances to be travelled and the time required 
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have the greatest effect on modifying these calls, and it is on these features 
which I have concentrated, leaving to others the classification of the actual 
causes for which emergency calls are made. 


CLASSIFICATION 
The criterion of ‘emergency’ was that laid down by the College of General 
Practitioners: ‘If you are asked to leave what you are doing in order to visit 








No. of calls 
Monthly Time in 
Month Total No. over two mileage hours 
we miles away 

Jan. ia oa 19 15 (79%) 316* 36} 
Feb. te — 18 13 (72%) 254 51} 
March id - 15 13 (87%) 236 19 
April ya = 19 13 (69%) 204 23 
May ~~ re 19 16 (84%) 300 30 
June a Se s 2 (25%) 94t 9 
July is iy 26 20 (77%) 4791 34 
Aug. “ che 19 10 (53%) 234 20 
Sent. a ay 15 12 (80%) 256 20} 
Oct. Fs a 20 11 (55%) 282 27 
Nov. io oh 13 8 (62%) | 179 15} 
Dec. : 11 4 (36%) 69 144 
Total — 202 137 (68%) 2,903 3004 
Average per month 163 114 (69%) 242 25 








* This includes 7$ miles on foot during ‘Snowdrop’. 
+ A fortnight of June was not recorded by my locum while I was on holiday. 
} This includes a ferry crossing. 


TABLE I.—Analysis of emergency calls. 


the patient that is an emergency for this purpose’. To this had to be added 
those cases in which the call came in after normal surgery hours and in- 
sufficient details were given to determine the urgency of the case, even 
though some turned out to be non-urgent when visited. Night calls were 
classed according to the instructions printed (but alas rarely read) inside the 
N.H.S. medica! cards, as those occurring between 8 p.m. and 8 a.m. 


SEASONAL VARIATION 

All emergency calls for a year were recorded, including the few maternity 
cases, together with the total distance travelled and the time taken. Table I 
shows the calls recorded each month, together with the total time taken and 
the total distance travelled, and special note was made of calls from over 
two miles away. It can be seen from table I that the heavy work comes in 
the early part of the year, and spreads into April and May. This is because 
it is much later in the year before the ‘winter epidemics’ spread out to the 
‘back coast’. Another heavy period is in July and August, during the height 
of the tourist season. If June is excluded, when I was on holiday, the number 
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of calls per month remained remarkably constant, averaging 16, or one 
every second day, and three-quarters of them involved considerable 
travelling and time. The total time involved represents 37} working days of 
eight hours, or more than three days a month. The average time required 








Month No. ‘Time taken in hours 

Jan. 5 10] 
Feb. 4 20} 
March rN 5} 
April 6 9 
May 9 15i 
June ea : I 4 
July a an 11 16 

Aug. 8 94 
Sept. 3 2} 
Oct. 5 6} 
Nov. 4 64 
Dec. 2 6 

Total 62 109 

Average for month 5 9 











Tasce II.—Analysis of night calls. 


for each call was just under 14 hours, including travelling time. The average 
distance travelled per call was over 15 miles, or 20 miles per call when cases 
nearer than two miles are excluded. The total distance, 2,903 miles, is, I 
think, brought into perspective by a quotation from Edmund Burke’s 
famous speech—‘3z000 miles of sea lies between you and them’—for 
Southampton is only 3,156 miles from New York! 


NIGHT CALLS 

Table II gives the calls which came in between 8 p.m. and 8 a.m. This shows 
that there were 62 ‘night calls’: an average of five a month, and they took 
up 109 hours or 1} hours on an average. It will be realized that, with the 
long distances involved, many calls which come in during ‘working hours’ 
run on into the night before they are completed and that a night call pretty 
well ‘wrote off’ a night’s sleep. It would appear from this table that one must 
be prepared to lose at least one night’s sleep a week. 


SOME UNUSUAL FEATURES 
This investigation covered the period during which the great winter blizzards 
of 1955 occurred (now known as ‘Snowdrop’, because of the striking part 
which air power played in them). Whilst some of the stories would make 
good entertainment, I shall not digress upon them save to show how they 
modified the approach to emergency calls. 


By way of illustration, one visit involved a round trip of 46 miles, six of them on 
foot through the snow, and it took nine hours to complete. The following day the 
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helicopter did the journey in three-quarters of an hour and evacuated the patient, 
proving the effectiveness of this type of aircraft for this sort of problem. Undoubtedly 
it will have to be more generally used in the future. During this period I travelled 
30 miles by fishing boat, 24 miles by tractor and 40 miles by helicopter in twenty-four 
hours to attend to three emergency cases. 


LIAISON WITH THE DISTRICT NURSE 
As an example of the value of close liaison with the district nurses the 
following case is worthy of note. 


I received an emergency call to a patient 20 miles away which would take at least 
two hours’ travelling time there and back. After I had left, another call came in from 
a patient 15 miles away but only 9 miles by a back road from the first case. My 
wife contacted the district nurse who visited the case and sent word for me to be 
intercepted. The result—one 47-mile round trip (the distance from Edinburgh to 
Glasgow to see two patients!) instead of two totalling 76 miles, and taking only four 
hours instead of 5 or 54. 


DISCUSSION 

The criticism which immediately springs to mind is that this practice for 
its size appears to produce a large number of emergency calls and that they 
take up a great deal of time, and one is tempted to parody the famous war- 
time question: ‘Were your journeys really necessary?’, particularly when the 
South East Scotland Faculty of the College of General Practitioners re- 
ported 1,019 emergencies from 42 doctors in a period of 3 months; or an 
average of 97 a year as compared with my 202. It is well known, however, 
that the size of a practice bears no direct relation to the amount of work done, 
and that the Highland practices are busy for their size; partly because of 
their ageing population, and partly because of the large influx of visitors in 
the summer. With regard to the time taken, one cannot run back perhaps 40 
miles just to make sure nothing has been missed. With conditions such as 
acute appendicitis you get only one chance in an outlying district, 66 miles 
from the nearest hospital, so it pays to take an extra five or ten minutes 
making certain the first time. 

So far as the calls themselves were concerned, admittedly some were not 
emergencies. Some were not urgent, but came in late, with too few details 
to make it possible to decide the degree of urgency. An occasional one was 
frivolous; one lady was not even at home when the doctor arrived! (We have 
our ‘problem children’ in the Highlands, like everywhere else, and because 
of the distances, they cause more trouble, but this is offset by there being 
fewer of them.) I am satisfied, however, that the majority were honest 
calls for help and I have deliberately refrained from picking out, or tabu- 
lating, the urgent, and less urgent, bearing in mind that symptoms which 
to the doctor are not significant can assume alarming proportions in the 
minds of the patient and his relatives, and that occasionally a visit, whilst 
doing no material good whatever, can relieve considerable anxiety. I hasten 
to add that I have no patience with people who drag a doctor out of his bed 
on a cold winter’s night only to find that their most urgent need is a certifi- 
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cate! Something ought to be done about these people, they only sour a good 
doctor’s spirit. 

The ready cooperation of the district nurses can be a great help in sorting 
the urgent from the less urgent and I feel that greater stress might be laid 
on this aspect of their work during their training, and it might with advantage 
be brought home to some of the Nursing Superintendents. 


CONCLUSION 

At the risk of being tedious I would stress the importance of getting messages 
in, in good time, and giving some details of the illness whenever possible. 
Whilst fully realizing the difficulty of doing this where distances are great 
and telephones few and far between, it is all the more important in these 
scattered practices, in the patients’ own interest, to use, and not abuse, the 
services of the doctor; to save, and not waste his time; and to conserve, 
and not dissipate, his energies by causing him to run hither, thither, and 
yonder, on needless calls. He is, after all, a human being. 


THE EARLY DIAGNOSIS OF ACUTE APPENDICITIS 
IN GENERAL PRACTICE 


By JAMES M. ANDERSON, M.B., Cu.B. 


Leicester 


AcuTE appendicitis is undoubtedly the most common abdominal emer- 
gency seen in general practice. The average general practitioner probably 
sees one such case at least every month in his professional career. Yet the 
diagnosis in the early case can be very difficult and there must be few 
practitioners who have not lain awake in bed at night thinking ‘was it an 
appendix?’ The classical description of the disease given in textbooks 
sometimes makes one wonder how there can be any difficulty in diagnosis, 
but there is no doubt that cases seen within a few hours of onset show 
quite a different picture from that of the fully established condition. 


SYMPTOMS AND SIGNS 
Abdominal pain is the presenting symptom in the large majority of patients; 
the pain is first felt in the umbilical region and after several hours becomes 
localized in the right iliac fossa. But it must be realized that in these first 
few hours the pain is not necessarily severe and the patient may complain 
of only slight abdominal discomfort. This is particularly so in regard to 
children and middle-aged or elderly patients. The characteristic feature of 
the pain is not its intensity but that it is continuous. It must be remem- 
bered, however, that on occasions appendicitis is only discovered on routine 
examination, when the patient complains of other symptoms. 

Sickness is a classical symptom in the well-established case, but is by no 
means constant in the early stages. 
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The temperature may be normal or raised to gg” F. (37.3° C.); the pulse 
is usually normal in the early hours of appendicular inflammation. 


ABDOMINAL SIGNS 
The most important evidence of appendicitis is found on abdominal 
examination and it should be the rule that when the symptoms even 
remotely suggest it, a thorough examination of the abdomen should be 
carried out. 

From the practical point of view the most useful sign is tenderness in 
the right iliac fossa on gentle palpation. This is most marked over 
McBurney’s point, and when such tenderness is present appendicitis 
should be suspected irrespective of other evidence. Equally valuable is the 
finding of ‘rebound tenderness’ (pain experienced by the patient in the 
right iliac fossa when the palpating hand is suddenly lifted) and is, for prac- 
tical purposes, diagnostic. Rigidity of the abdominal muscles in the right 
iliac fossa is usually found only after a lapse of several hours and is not 
often found in the early stages. 

Rectal examination is often of value in pelvic appendicitis; in such cases 
tenderness will be experienced in the recto-vesical pouch. 


DIFFERENTIAL DIAGNOSIS 
The differential diagnosis can be difficult. In children the most common 
problem is to decide whether or not the patient is suffering from mesenteric 
adenitis. Here the tenderness is usually to be found nearer the mid-line, 
but when there is doubt admission to hospital for observation is often the 
wisest policy. Gastroenteritis is another common illness in childhood. 
Usually, examination of the stools will be of help, and any abdominal 
tenderness present is often found to be generalized. 

In adults the diagnosis is usually easier, but such conditions as chole- 
cystitis, pyelitis and ‘leak’ from a peptic ulcer must be excluded. 

A boy of seven was seen at home complaining of malaise and complete loss of 
appetite since early morning: no complaint of pain. Abdominal palpation revealed 
marked tenderness, rebound tenderness, and slight rigidity in the right iliac fossa. 
At operation a few hours later an appendix on the point of perforation was removed. 

A man aged 53 came into a busy surgery one Monday morning complaining of 
indigestion since the previous night. Examination revealed abdominal tenderness 
with no rigidity in the right iliac fossa, and the appendix was found to be acutely 
inflamed when removed that afternoon. 


SUMMARY 

In summary we can say that appendicitis as seen by the general practi- 
tioner can vary in its symptomatology. Necessarily he sees the case some 
time earlier in the inflammatory process than does the surgeon in hospital. 
If it is remembered that tenderness in the right iliac fossa is an almost 
invariable feature even in an early case, fewer cases of appendicitis will be 
missed until the diagnosis is only too obvious. 


aig 








RINGS ON THEIR TOES 


DID THE ANCIENT BRITONS SUFFER FROM GOUT? 


By M. W. BIRD, M.R.C.S., L.R.C.P., F.S.A. 
Glastonbury, Somerset 


IN the interesting collection of Late Iron Age antiquities in the Lake Village 
Museum at Glastonbury are two large spiral bronze rings. They are of a 
design similar to the plastic rings I put on the legs of my hens when they 
cease to be pullets. These two rings, however, would be a very poor fit 
for the largest rooster and might go round the leg of a large golden eagle 
or small cassowary. 
ORNAMENT OR TALISMAN? 

In their report on the Glastonbury excavations, Bulleid and Gray suggest 
that such large rings may have been worn on the big toe. Proof positive 
of this did not come until just before the 1939-45 War, when Sir Mortimer 
Wheeler’s excavations of the Belgic war cemetery at Maiden Castle revealed 
the skeleton of a warrior of the tribe of Durotriges, slain by Vespasian’s 
Legionnaries, still wearing a bronze ring on his big toe (fig. 1). Such an 
ornament would have been an impediment to anyone bravely charging or 
fleeing ignominiously from the power of Imperial Rome. Nor can it have 
been an ostentatious form of ornament when worn on so humble a member. 

The use of rings, however, is not always that of ornament or display. 
I have talked with a trawlerman from Hull who firmly believed that the 
rings he wore in the lobes of his ears were a sovereign remedy for preserving 
his eyesight and keeping his body in good health. Captain Deacon, of the 
barquentine ‘Waterwitch’, the last English ship with any pretensions to 
square rig, wore a similar annular protection against the elements. ‘The 
golden ring of matrimony conferred health and fertility long before it 
received the benediction of the Church. In medieval England the Sovereign 
used to bless batches of ‘cramp rings’ at the same service as that of ‘touching’ 
for the King’s Evil. Such consecrated rings preserved the wearer from cramp 
or the ague. 

SYDENHAM’S SYMPTOMS 

The connexion of cramps with the big toe immediately brings to mind 
Thomas Sydenham’s classic description of the symptoms of gout:— 


“The victim goes to bed and sleeps in good health. About two o’clock in the 
morning he is awakened by a severe pain in the great toe; more rarely, in the heel, 
ankle or instep. The pain is like that of a dislocation, and yet the parts feel as if 
cold water were poured over them. Then follow chills and shivers and a little fever. 

“The pain which was at first moderate, becomes more intense. With its intensity 
the chills and shivers increase. After a time this comes to its height, accommodating 
itself to the bones and ligaments of the tarsus and metatarsus. Now it is a violent 
stretching and tearing of the ligaments—now a gnawing pain and now a pressure 
and tightening. So exquisite and lively meanwhile is the feeling of the part affected, 
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that it cannot bear the weight of the bedclothes nor the jar of a person walking in the 
room. The night is passed in torture, sleeplessness, turning of the part affected, 
and perpetual change of posture; the tossing about of the body being incessant as 
the pain of the tortured joint, and being worse as the fit comes on. Hence the vain 
effort by change of posture, both of the body and the limb affected, to obtain an 
abatement of the pain. This comes only towards the morning of the next day, such 
time being necessary for the moderate digestion of the peccant matter’. 





Fig. 1.—Skeleton unearthed during excavation of the Belgic war cemetery at Maiden Castle, 
showing bronze ring on toe. (By courtesy of the Institute of Archeology, University of 
London.) 


Such a vivid description could only have come from the pen of a personal 
sufferer. It is no surprise therefore to learn from Lettsom’s Life of 
Sydenham that the ‘English Hippocrates’ died a martyr to gout. 
GOUT AND THE ANCIENT BRITONS 

Are we to imagine the bibulous aristocracy of the tribe of the Durotriges 
in their town of Maiden Castle, and their cousins the Veneti in their marsh 
strongholds of Glastonbury and Meare, passing their nights in an agony 
of torture after an orgy of mead drinking, to which potent beverage we are 
told they were as strongly addicted as our more immediate ancestors in the 
eighteenth century were to the no less powerful wines of Oporto? Did the 
spiral rings help to rid their bodies of the peccant matter? Could they 
stand the weight of the bear and beaver skins on their afflicted limbs? We 
shall never know. 

With the coming of Roman civilization, when the tribesmen moved from 
the hilltop to the nicely planned town of Dorchester, and the swamp 
dwellers moved to the rich villas of the Somerset plain, the use of toe rings 
either for ornament or for therapy went out of fashion on sandalled feet. 
Our gouty, port-laden forebears never gave this form of treatment a trial. 








CURRENT THERAPEUTICS 
CXVII.—CALCIUM DISODIUM VERSENATE 


(Sop1um CALCIUMEDETATE) 


By P. LESLEY BIDSTRUP, M.B., M.R.C.P., F.R.A.C.P. 


Assistant Physician, Department for Research in Industrial Medicine (Medical 
Research Council), The London Hospital 


CaLciuM disodium versenate is a special type of complex formed by the 
metal, calcium, with an organic molecule, ethylene diamine tetra-acetic 
acid (EDTA). This type of complex is known as a chelate and the organic 
molecule with which the metal is combined is called a chelating agent. The 
complex is represented diagrammatically as rings of atoms in which arrows 
representing a special kind of chemical bond grip a central atom (usually a 
metal) like a claw, and the name chelate or chelate ring is derived from the 
Greek word, chele, meaning claw (Walton, 1953). 


CHELATING AGENTS 
Most metals can form chelates with organic molecules containing nitrogen, 
sulphur, or oxygen attached to an active hydrogen ion, and in a chelate 
structure the metal is attached in a non-ionic form. This results in alteration 
of the physical, chemical and biological properties of the metal and it is this 
effect of chelation which has led to its use in clinical and experimental 
medicine, particularly in the treatment of poisoning by heavy metals. 

Many naturally occurring and synthetic chelating agents are known, and 
among the latter ethylene diamine tetra-acetic acid (EDTA) is one of the 
most effective. It has been used in industry for a number of years because 
it has the property of forming non-ionized, stable, soluble chelate com- 
pounds with cations, particularly with multivalent metals. For example, 
when EDTA is added to water containing dissolved salts of iron, the iron 
is chelated or ‘sequestered’ and its physical and chemical properties altered 
in such a way that rusting does not occur. Hard water can be made soft 
because EDTA combines with the calcium and magnesium ions. Surfaces 
contaminated by radioactive metals can be cleaned quickly and completely 
with EDTA which dissolves the insoluble salts of metals. It also prevents 
the catalytic action of minute traces of metals on atmospheric oxidation 
which is the cause of the browning of cut surfaces of certain fruits, the 
spoiling of green vegetables, the deterioration of vitamin C content and 
flavour of orange juice, and the rancid change in fats and oils. These changes 
can be prevented by the addition of as little as one-hundredth part of one per 
cent. of EDTA (Walton, 1953). Other uses of EDTA include the preserva- 
tion of rubber latex and high energy fuels, the removal of spray residues such 
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as lead arsenate from fruits, and the purifying from metal contaminants of 
dyes and other chemical compounds. 

The calcium complex of EDTA, to which the approved name of sodium 
calciumedetate has been given, has been used in medicine for the treatment 
of lead poisoning in children and adults, the removal of calcium in band 
keratopathy and other corneal calcium affections, the treatment of chrome 
ulceration of the skin, the removal of plutonium from the body and, experi- 
mentally, in cases of hemochromatosis, and hepato-lenticular degeneration 
(Kinnier-Wilson’s disease). The disodium salt has been used as an anti- 
coagulant for blood and is stated to preserve the cellular elements in stored 
blood for a longer period than citrate. No ill-effects were reported in 60 
persons who received transfusions of blood in which EDTA had been used 
as the anticoagulant (Foreman, Hardy, Shipman and Belknap, 1953). In 
the treatment of hypercalcemia results were variable and in two cases renal 
tubular damage was found at necropsy (Dudley, Ritchie, Schilling and 
Baker, 1955). Although solutions of EDTA are effective in dissolving 
urinary calculi, irritation of the bladder mucosa is considerable at the 
concentrations necessary to effect solution of the stones (Foreman et al., 


1953). 


TREATMENT OF LEAD POISONING 

Sodium calciumedetate was first used in clinical medicine in 1952 by 
Bessman, Reid and Rubin. They treated a boy aged 3 years who had 
developed lead encephalopathy as a result of eating paint from window-sills, 
and concluded that the treatment was beneficial, and free from undesirable 
side-effects. They recommended that it should be tried in other cases of lead 
intoxication and it is in the treatment of this condition that Ca EDTA has 
been used most frequently, and with most success. It is the only therapeutic 
agent known at the present time which results in dramatic relief of symptoms 
in children suffering from encephalopathy due to lead. 

Commenting on the reasons for using the calcium chelate rather than the 
disodium salt of EDTA, Bessman and his colleagues refer to experimental 
work and controlled clinical trials which had demonstrated that free EDTA, 
by combining with calcium ions in the serum, caused hypocalcemia and 
tetany, the onset depending upon the rate of administration of EDTA. 
When combined with calcium, EDTA had been shown to cause no ill-effects 
in mice, rats, rabbits, dogs and humans, but since the binding with calcium 
is weak compared with that of certain other metals, the calcium can be 
displaced, allowing another metal to take its place in the chelate ring. Jn 
vitro, many metals and particularly lead, cobalt, nickel, copper and chromium 
can displace the calcium, but im vivo the calctum-metal exchange does not 
occur so readily. This is explained by the fact that there are other com- 
plexing agents in the body which form stronger bonds with some metals, 
including iron, copper and cobalt. In the case of lead, however, the lead 





316 THE PRACTITIONER 


chelate, Pb EDTA, has a stability about ten times that of Ca EDTA and 
the calcium is therefore displaced by the lead. The lead chelate is soluble 
and stable and, since the lead is non-ionized, much greater quantities can be 
mobilized and excreted without causing toxic symptoms than was possible 
under the older methods of de-leading by means of ammonium chloride 
with a low calcium diet, or the administration of potassium iodide. 

Experiments with C**-labelled Ca EDTA have shown that it is excreted 
unchanged, 60 to go per cent. being accounted for in the urine after six 
hours and g5 to 99 per cent. after 25 hours. The small remaining amount is 
excreted in the fzeces and there is no localization of EDTA in any organ at 
any time. It is not readily absorbed from the gastro-intestinal tract so that, 
for most purposes, the drug must be administered by intravenous injection 
(Foreman and Trujillo, 1954). 

The dose is 1.0 g. administered twice daily for a period of three to five 
days, and repeated after a rest period of not less than two days. It is supplied 
in 5-ml. ampoules containing 1.0 g. in aqueous solution. This is diluted with 
250 to 300 ml. of normal saline or of 5 per cent. glucose solution, and 
administered by intravenous infusion over a period of one to two hours. 
The maximum dose should not exceed 0.5 mg. per 30 lb. (13.6 kg.) body 
weight per hour and the solution administered must never exceed a con- 
centration of 3 per cent. The dose in any one week should not exceed 5.0 g. 
per 30 lb. (13.6 kg.) of body weight. 

Since 1952, numerous reports on the treatment of lead poisoning by Ca 
EDTA have been published (Foreman et al., 1953; Belknap and Perry, 
1954; Wade and Burnum, 1955; Markus and Spencer, 1955; Giles, Moore 
and Still, 1955; Travers, Rendle Short and Harvey, 1956). Most authors are 
agreed that in both acute and chronic inorganic lead poisoning clinical 
improvement is dramatic and is accompanied by a striking increase in lead 
excretion and return to normal of the blood count and coproporphyrin 
excretion. The results are particularly striking in the case of children with 
lead encephalopathy and treatment with sodium calciumedetate should be 
started without delay in these cases. 

Foreman and his colleagues (1953) suggested a procedure to be followed 
when using sodium calciumedetate in the treatment of lead poisoning so 
that data could be collected and an assessment made of the effectiveness of 
this new therapeutic agent. Their recommendations include the taking of a 
careful occupational history or, in the case of a child, assessment of exposure, 
a medical history with particular reference to the mode of onset of symptoms, 
the clinical course including the response to other forms of treatment, and 
the presence of a lead line, colic, muscle weakness or convulsions. These 
observations should be supported by the collection of 24-hour specimens of 
urine for lead analysis for a period of one week before treatment is started, 
during treatment, and for at least two days after treatment is discontinued. 
Coproporphyrin estimations and blood examinations were also advised. It is 
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clearly not possible for all these laboratory tests to be made except where 
special facilities exist, but the procedure should be followed as closely as 
possible. Summarizing the results of treatment in eight cases of lead 
poisoning, three adults and five children, including the case reported by 





Fic. 1.—Wrist-drop and ‘dropped’ 4th and sth fingers of the right 
hand, due to lead poisoning. 


Bessman and his colleagues, they stated that the lead excretion was increased 
up to 20-fold, and in four of the five children there was a striking improve- 
ment in symptoms within a few hours. No toxic effects due either to the 
Ca EDTA or to the mobilization of lead were observed. 

Belknap and Perry (1954) describe the treatment of seven cases of lead 
poisoning with sodium calciumedetate. They conclude that Ca EDTA 
provides an excellent and safe method of de-leading by which the excretion 
of lead can be increased from 5- to 10- or 20-fold, the increase being 
greatest 24 to 48 hours after beginning treatment. In their experience the 
relief of colic, the commonest manifestation of lead poisoning, is less 
dramatic than when 10 per cent. calcium gluconate is administered intra- 
venously, and they have shown that no untoward effects result from ad- 
ministering calcium gluconate and Ca EDTA alternately. Since Ca EDTA 
is poorly absorbed from the alimentary tract these authors doubt the value 
of oral administration at any stage of treatment. 

Sodium calciumedetate was used in the treatment of lead palsy in a 
man referred to the department for research in industrial medicine at the 
London Hospital. He was admitted under the care of Dr. Donald Hunter 
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who has given permission for this summary of the case record to be 
published : 


W.F., aged 55 (L.H. Record No. 41050/54), was first seen with his own doctor, 
Dr. Mayston, at Teddington Memorial Hospital on November 12, 1954. He had 
worked in the accumulator trade since leaving school at the age of 14, mainly as a 
lead burner, welding terminals to accumulator plates using an oxygen and coal-gas 
flame. Unless special protective devices are used, the lead burner is at risk of 
inhaling freshly formed lead fume which may give rise to lead poisoning. 

The patient stated that he had not been well for about six months and had not 
worked for six weeks. One week previously the fourth and fifth fingers of the right 
hand ‘seemed to drop all of a sudden’. On examination there was paralysis of the 
extensors of the 4th and sth fingers of the right hand and weakness of extension of 
the right wrist compared with the left (fig. 1). He was right-handed. Blood examina- 
tion revealed anemia (Hb, 73 per cent.), and stippled cells were present in the film. 
The excretion of lead in the urine in twenty-four hours was 0.182 mg. He was 
admitted to the London Hospital on November 16, and fig. 1 shows the paralysis of 
the 4th and sth fingers of the right hand at that time. 

He was treated with sodium calciumedetate, 2 g. daily in 500 ml. of normal saline 
being administered by slow intravenous infusion for five days, and the course of 
injections repeated for a further five days after an interval of two days. Lead 
excretion was estimated.on 24-hour specimens of urine collected before, during 
and after treatment, and the excretion of coproporphyrin was estimated on some 
specimens. The lead output before treatment varied between 0.12 and 0.17 mg./litre 
(normal 0.027 mg./litre) and increased during treatment to a maximum of 1.48 
mg./litre on the second day of treatment. Coproporphyrin excretion was 918 micro- 
grams/litre and 770 mcg./l. in two specimens before treatment and fell to 7.9 and 
12.7 during treatment. Treatment with sodium calciumedetate was not started until 
November 24, and at that time there had been no improvement in the power of the 
extensors of the affected fingers. When the patient left hospital on December 14 
there was considerable improvement and by June 1955 no abnormality could be 
detected and he stated that the fingers had been normal for several months. 

It is not possible to state that the recovery in the power of the extensors of the 
wrist and fingers was due to the treatment with sodium calciumedetate, but in 
untreated cases lead palsy often persists for six months to two or three years and in 
some cases is irreversible. 

Poisoning by organic compounds of lead, of which the familiar tetra-ethy] 
lead is an example, results in symptoms and signs which are different from 
the colic, anaemia with stippled red cells, palsy and encephalopathy character- 
istic of poisoning by inorganic lead compounds. The effects of tetra-ethyl 
lead are mainly on the central nervous system, and in advanced poisoning 
include hallucinations, delusions, intense fear and suicidal attempts. Coma 
and convulsions may occur. Unhappily, although sodium calciumedetate 
causes an increase in the output of lead up to sevenfold, improvement in 
symptoms is not dramatic (Kitzmiller, Cholak and Kehoe, 1954; Boyd, 
Walker and Henderson, 1957). 


REMOVAL OF PLUTONIUM FROM HUMAN TISSUES 
Foreman (1955) describes the use of sodium calciumedetate for the removal 
of plutonium in two people. Although the body burden was insufficient to 
produce injury, each individual was excreting sufficient plutonium in 
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the urine to serve as a subject for testing the efficacy of Ca EDTA in 
removing it. 

A technician who absorbed some plutonium as a result of the accidental 
breakage of a flask containing plutonium nitrate was found subsequently to 
be excreting measurable quantities of plutonium in the urine. Treatment 
with sodium calciumedetate over a period of 16 days resulted in the removal 
of 20 to 25 per cent. of the estimated body burden. In the second case, trial 
of sodium calciumedetate was not attempted until seven years after the last 
exposure to plutonium and it was carried out solely to determine whether 
sodium calciumedetate might be effective in chronic plutonium poisoning. 
Excretion of plutonium was increased by the intravenous administration of 
Ca EDTA but the effect was slight and the author concludes that it would 
take months if not years to deplete the body of its plutonium stores in cases 
of chronic poisoning. No such cases are known to have occurred in the 
United States of America. It is suggested that if acute exposures are 
treated as soon as possible after the accident, the problem of chronic 
poisoning may never arise. 


TREATMENT OF CHROME ULCERATION 

Maloof (1955) reports the successful treatment of chrome ulceration of the 
skin in men employed in the tanning industry. Ten per cent. sodium 
calciumedetate in a base containing hydrous wool fat is applied to the ulcer, 
and a bandage applied and left in position for twenty-four hours. He records 
the results of treatment in 54 cases and states that, usually as the result of 
one application of the ointment, healing of the ulcers occurs rapidly, 
without pain, and eliminates the need for keeping men off work. 

This treatment has proved equally successful in factories in Great Britain 
where chrome ulceration of the skin and of the nasal septum is a recognized 
hazard. Although controlled clinical trials have not been arranged, it seems 
probable that the prophylactic use of sodium calciumedetate ointment is 
proving successful in lessening the effects on the nasal septum. 


TREATMENT OF POISONING BY OTHER METALS 

Sodium calciumedetate therapy has been tried in cases of poisoning by 
mercury and found to be less effective for this purpose than dimercaprol 
(BAL). In animals the toxicity of the mercury chelate has been found to be 
of the same order as that of mercuric chloride and in the few cases of 
poisoning treated with sodium calciumedetate the results have been 
disappointing. 

Very large doses of sodium calciumedetate (up to 10 g. in a single dose) 
were given to a patient suffering from berylliosis with no apparent effect 
on the progress of the disease (Foreman et al., 1953). 
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MISCELLANEOUS MEDICAL USES 

Breinen and De Voe (1954) describe the treatment of band keratopathy and 
corneal calcium affections. They emphasize that sodium calciumedetate has 
no effect on scar tissue, but some improvement of vision may be expected 
when calcium deposits are contributing to the impairment. Sodium calcium- 
edetate is applied in 0.01 M or 0.05 M solution by means of an iontophoresis 
cup filled to a depth of several ml. The solution should be warmed and the 
cup held in position for 15 to 20 minutes. Since sodium calciumedetate 
will not penetrate the epithelium it is necessary to anesthetize the cornea 
with cocaine and curette the epithelium to the limbus. It is stated that the 
gradual disappearance of the calcium band can be seen during treatment and 
where solid plaques are present the attachment to the stroma is loosened 
so that they can be removed easily with an iris spatula. Chemosis occurs and 
is the only unpleasant complication. The eye must be treated with an anti- 
biotic and bandaged tightly. The epithelium recovers after 24 to 48 hours. 
The authors report the results of treating 10 cases of band keratopathy or 
other calcium affection, and one case of lime burn. 

Zimdahl, Hyman and Stafford (1954) report their investigations in 
patients suffering from hepato-lenticular degeneration (Kinnier-Wilson’s 
disease). They suggest that since dimercaprol and sodium calciumedetate 
cause an increase in the excretion of copper deposited in the tissues of 
patients with this disease, resulting in some improvement in neurological 
signs and symptoms, and since ion-exchange resins reduce the excessive 
absorption of copper from the alimentary canal, combined therapy with 
these three agents should be tested further in the management of cases of 
Kinnier-Wilson’s disease. 

Figueroa and his colleagues (1955), as a result of their investigations in 
seven patients with hemochromatosis, conclude that, although the excretion 
of iron in the urine could be increased from six- to ten-fold, the maximum 
amount of iron recovered in twenty-four hours did not exceed 8 mg. It is 
thus of less value than venesection, whereby 250 mg. of iron can be removed 
in 500 ml. of whole blood. They suggest that sodium calciumedetate might be 
of some value in secondary hemochromatosis when venesection is contra- 
indicated. 


SUMMARY 

(1) The literature on the therapeutic uses of calcium disodium versenate 
(sodium calciumedetate) is reviewed. It is of value in the treatment of lead 
poisoning, and in the case of lead encephalopathy in children is the only 
therapeutic agent known which dramatically alters the course of the disease 
and results in rapid relief of symptoms, with no sequelz due either to the 
lead or to the drug. 

(2) A case is described in which sodium calciumedetate was used in the 
treatment of lead palsy. 
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(3) It is of value also in promoting the excretion of plutonium, in the 
treatment of chrome ulceration and, used prophylactically, in the prevention 
of ulceration of the nasal septum due to chrome compounds. It has also been 
used experimentally in the treatment of hepato-lenticular degeneration 
(Kinnier-Wilson’s disease) and hemochromatosis. 

(4) Results in the treatment of poisoning by mercury or beryllium have 
been disappointing. 

(5) The disodium salt has proved beneficial in improving vision in cases 
in which the impairment is due wholly or in part to deposits of calcium in 
the cornea. It has been used also in treating hypercalcemia, and as a solution 
to irrigate the bladder and dissolve urinary calculi. 


I wish to thank Dr. Donald Hunter for advice and for permission to publish the 
case record of the patient treated with calcium disodium versenate, and to acknow- 
ledge my indebtedness to the work of the late Dr. Derek Freeland, registrar to Dr. 
Hunter, who administered the drug and was responsible for the day-to-day care of 
the patient during his stay in The London Hospital. The lead estimations were done 
in the laboratories of the department for research in industrial medicine. 

I would also like to thank Mr. R. W. Richards of Riker Laboratories for informa- 
tion and references he has given me, and for supplying sodium calciumedetate for 
treatment of the case of lead palsy, and ‘versenate’ ointment for trial in cases of 
chrome ulceration. 
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EQUIPPING THE SURGERY 
IX._APPARATUS AND REAGENTS FOR TESTING URINE 


By C. H. GRAY, M.D., D.Sc., M.R.C.P., F.R.I.C. 


Professor of Chemical Pathology, University of London; 
Chemical Pathologist, Kings College Hospital Group 


THE importance of routinely testing urine for the presence of protein, glucose 
and ketone bodies needs no emphasis but until recently the necessity for a 
spirit lamp or bunsen burner has prevented practitioners from carrying out 
these simple urine tests as often as desired. The capricious habits of the 
spirit lamp and the maliciousness of the bunsen burner in cracking test- 
tubes or shooting solutions out of their containers have made unreliable 
many of the results obtained by practitioners and auxiliary medical staff 
using the earlier methods. In some circumstances, tests for bile pigments, 
chlorides and blood may also be of considerable value in diagnosis or 
treatment. 

The following methods are especially valuable to the practitioner because 
there is no heating or special equipment required other than test-tubes and 
simple dropping pipettes. With the exception of the tests for chlorides and 
for urobilinogen (which are only occasionally required), no strong acids or 
reagents with noxious fumes are needed. The tests are mostly of great 
sensitivity and require high standards of chemical cleanliness, as do all 
urine tests. 


PROTEINS 
In reliability, sensitivity and simplicity, there is little to choose between the 
orthodox laboratory test using a solution of salicylsulphonic acid and the 
‘altest’ described below. The latter includes an indicator which turns blue 
or green if the final solution is insufficiently acid for proteins to be pre- 
cipitated. The well-known boiling test is equally reliable in the laboratory 
but is less convenient for the consulting room or for use in the patient’s home. 

Salicylsulphonic acid test—To 5 ml. of clear urine add 0.5 ml. of 25 per cent. 
salicylsulphonic acid. Protein appears as a white precipitate. Compare with un- 
treated urine if only traces are present. 

‘Altest’.—-Cloudy urine should be filtered or decanted from its sediment. To 
4 ml. of clear urine (‘an inch’ in a test-tube), one ‘altest’ tablet is added and the tube 
gently shaken until the tablet dissolves completely, which it does with effervescence. 
The bubbles are allowed to clear and the solution is examined. A cloudiness or 
precipitate shows the presence of protein. 

If the urine turns blue or green, the urine must have been very alkaline; an 
additional tablet, or tablets, should then be added until the yellow colour is restored, 
and the solution examined for the precipitated protein. The amount of protein may 
be roughly assessed according to the amount of precipitate. 

September 1957. Vol. 179 (322) 
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REDUCING SUBSTANCES (‘SUGAR’) 

The practitioner should be prepared to carry out one or more of three simple 

tests for reducing substances. These are the standard ‘clinitest’, the screening 

‘clinitest’ and an enzyme test. The enzyme test is absolutely specific for 

glucose but cannot give any indication of the concentration of glucose 

present. The ‘clinitest’ screening test uses the same reagent tablet as the 

usual technique, but by using 1 ml. instead of 5 drops of urine, the sensitivity 
is increased to make it valuable for rapid detection of reducing substances in 
é urine. The standard ‘clinitest’ technique permits an estimate of the con- 
centration of glucose in the urine. The two ‘clinitest’ techniques detect 
reducing substances and are subject to similar interference by non-glucose 
reducing substances as was the older Benedict method. 

In the routine investigation of adult subjects one requires a screening test 
capable of detecting concentrations of 0.1 g./100 ml. or more of glucose 
in urine. The enzyme test will do this very well and a negative result is 
unequivocal. It is useful, however, to assess roughly the concentration of 
glucose in a patient’s urine by checking with the standard ‘clinitest’ 
technique. 

In infancy and childhood, the use of the enzyme test as a routine screening 
test might lead to a failure to recognize congenital galactosemia, for the 
adequate treatment of which early diagnosis is essential. Although the 
condition is very rare, the ‘clinitest’ screening technique should therefore 
be used in testing the urine of children. In older children, say above the age 
of ten years, and in adults, the use of the simpler enzyme test for screening 
purposes is adequate because failure to detect other rare abnormalities 
; such as pentose or fructose is not likely to have such serious effects. 

In the control of treatment in known diabetics the presence of small amounts 
of glucose is of little importance but it is important to distinguish with 
reasonable certainty between 0.5 and 2 g. or more per 100 ml. Of the tests 
described below, only the standard ‘clinitest’ can do this. 


BP eri 


The enzyme test for glucose—Two enzyme tests are available and are equally 
reliable for the detection of glucose in urine. In the ‘clinistix’ technique one end of a 
specially treated thick paper strip, about the size of a book match, is dipped into the 
urine and withdrawn. The end of the strip turns blue within one minute if glucose 
is present; if the stick is still colourless at the end of this time there is no significant 
glucose in the specimen. 


- “Testape’ is provided as a roll of test paper in a convenient container, but the tape 
is is impregnated with a yellow dye which in the presence of glucose turns green or 
bes? blue. Contrary to the original statements of the manufacturers of ‘testape’, the 


concentration of glucose in the urine cannot be estimated accurately from the 
colour change. 
‘Clinitest’ screening test.—One ‘clinitest’ tablet is dropped into 1 ml. (20 drops) 
Ai of urine. Fifteen seconds after the effervescence is finished, the colour of the solution 
{ is examined and if blue or bluish-green in colour the test is negative. If there is any 
other colour the screening test is positive. The amount of reducing substances 
present should then be estimated by the standard technique given below. The 
presence of glucose may also be confirmed using the specific enzyme test. 
Standard ‘clinitest’.—(1) With the special dropper in an upright position, place 
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5 drops of urine in a test-tube. Rinse the dropper and place 10 drops of water in 


the test-tube. : é 
(2) Drop a ‘clinitest’ tablet into the test tube and watch while the reaction takes 


place. Do not shake the test-tube during the reaction nor for 15 seconds after boiling 
inside the test-tube has stopped. 
(3) After 15 seconds’ waiting period, shake test-tube gently and compare with the 


colour scale. se ; 
Negative: no sugar—the fluid will be blue at the end of a waiting period of 15 
seconds. All shades of blue are negative. The whitish sediment that may form has no 


bearing on the test. 

Positive : sugar present—the fluid will change colour. The more sugar, the greater 
the change and the more rapidly it occurs. The amount of sugar is determined by 
comparing the test-tube with a colour chart at the end of the 15 seconds’ waiting 
period. 


KETONE BODIES 
‘Acetest’ tablets have been accepted by many, but not all, authorities to 
assist in controlling the treatment of diabetic coma. It is less sensitive than 
the Rothera test which is capable of detecting minor degrees of ketosis of no 
clinical significance. It is more sensitive than the ferric chloride (Gerhardt) 
test but is not subject to interference by salicylates. 


‘Acetest’.—Place an ‘acetest’ tablet on a clean white surface, and put 1 drop of 
urine on to the tablet. Compare the tablet with the colour scale at 30 seconds. 
Report as negative, trace, moderate, strongly positive. 


BILE PIGMENTS 
The widely used iodine and nitric acid tests are insensitive and should no 
longer be employed. The test given below is as sensitive as the customary 
Fouchet test widely used in laboratories, and requires no filtration. 

The test for urinary urobilinogen should be carried out in all cases of 
jaundice. The presence of bilirubin and urobilinogen early in the disease is 
important in the diagnosis of acute hepatitis. Urobilinogen may also be 
present when there is biliary infection, which is usually evident from the 
clinical course of the disease. 

‘Ictotest’.—Place 5 drops of urine on 1 square of special ‘ictotest’ mat (either side 
may be used). Put an ‘ictotest’ tablet on the mat and flow 2 drops of water on the 
tablet. Read within 30 seconds. 

Positive: the mat around the tablet turns bluish purple. (Disregard the colour of 
the tablet.) ‘The amount of bilirubin is proportionate to the speed and intensity of 
colour. 

Negative : the mat shows no colour within 30 seconds or may appear pink. 

Ehrlich’s test for urobilinogen.—Add 1 ml. of Ehrlich’s aldehyde reagent (see p.326) 


to 10 ml. of fresh urine and allow to stand for 3 minutes. A red colour develops when 
urobilinogen is present. 


CHLORIDES 
The general practitioner is often unaware of the extent of chloride and 
sodium deficiency which may occur in relatively mild attacks of gastro- 
enteritis. In these circumstances, salt deficiency may be recorded by the 
disappearance of chlorides from the urine, and recovery may often be 
speeded by the administration of salt-containing drinks. 
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Qualitative test for chlorides.—To 4 inch of the urine in a test-tube washed out 
with distilled water add a few drops of nitric acid and } inch of a 3 per cent. solution 
of silver nitrate. An abundant curdy precipitate of silver chloride appears at once. 
If the chlorides are significantly low, the solution merely appears milky or opalescent. 


BLOOD 

For many years microscopy has been held to be the most satisfactory test 
for blood in urine, but the results of microscopy are often invalidated by 
hemolysis in the urine before or after voiding. Moreover, the presence of 
numerous pus cells may make the recognition of red cells difficult. The 
advantages of a chemical test for screening purposes, such as during anti- 
coagulant therapy or following known diseases of the kidney or urinary 
tract, or bleeding disease, are therefore obvious. The chemical method and 
the examination of the centrifuged deposit have been shown to be of about 
equal sensitivity. The first, however, has the advantage of ease and speed of 
performance and the second the merit of allowing the observation of other 
formed elements in the urine. 


‘Occultest’ for blood in urine.—Place 1 drop of mixed uncentrifuged urine on a test 
paper. Place an ‘occultest’ tablet in the centre of the moist area of the paper. Flow 
1 drop of water on the tablet, wait 5 to 10 seconds and flow a second drop on the 
tablet so that it runs down the sides on to the test paper. 

Negative: If within 2 minutes a blue colour does not appear on the test paper 
around the tablet, the test is considered negative. 

Positive : An area of the test paper turns blue. The amount of blood is proportional 
to the time of appearance and to the intensity of colour. (Colour on the tablet is of 
no significance.) 


Microscopic examination of the urine for formed elements is best under- 
taken by persons with special experience. Nevertheless, practitioners with a 
special interest may obtain valuable information by centrifuging 10 ml. of 
fresh well-mixed urine. After removal of the supernatant fluid by decantation 
the suspension left at the bottom is mixed and a drop transferred by a 
dropping pipette to a glass slide and covered with a cover slip. Alternatively, 
if a centrifuge is not available the urine may stand for several hours in a 
tapered urine glass and after decantation a drop of the deposit is similarly 
mounted on a slide. Red cells, pus cells, casts and crystals of various forms 
may be observed, but are best recognized by long experience. 


OTHER TESTS 

Reaction.—For many years the urine has been routinely tested with litmus 
paper but since the reaction of urine, although usually acid, may become 
alkaline under physiological conditions and since severe alkalosis may be 
associated with an acid urine, the importance of such tests is somewhat 
obscure. The reaction of the urine may, however, be readily determined 
by the use of a suitable universal indicator paper such as that manufactured 
by British Drug Houses, Ltd. 

Specific gravity.—Specific gravity determinations are readily carried out 
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by a urinometer reading. When there is impairment of renal function 
repeated determinations under different conditions of hydration may 
demonstrate partial or complete fixation of specific gravity around 
1,010 to 1,012. 
EQUIPMENT AND SOLUTIONS REQUIRED 

Suitable rack for test tubes of 3 inch (4 cm.) external diameter 

Special dropping pipettes delivering 1 ml. (20 drops) 

Bottle of distilled water 

Optional.—Centrifuge and 10-ml. conical tubes, or conical specimen glass 

Urinometer for specific gravity determinations 

Litmus or ‘universal indicator’ papers 

Microscopes, slides and cover slips 
Reagents.—z25 per cent. salicylsulphonic acid in water 

‘Altest’ tablets 

‘Clinitest’ tablets 

‘Clinistix’ or ‘testape’ 

‘Acetest’ tablets 

‘Ictotest’ tablets 

Ehrlich’s aldehyde reagent (0.3 g. p-dimethylaminobenzaldehyde in 
33 ml. conc. HCI and diluted with water to 100 ml.) 

3 per cent. silver nitrate solution 

Nitric acid 

‘Occultest’ tablets. 





REVISION CORNER 
THE RELIEF OF PAIN IN TERMINAL CANCER 


Contrary to popular belief, cancer is not usually a painful disease; in fact 
the primary lesions are often so painless that they may grow to a considerable 
size before attention is directed to them. Sometimes, however, in the 
terminal stages pain may be severe, usually owing to the involvement of 
bone, or liver, or the infiltration of some part of the central nervous system. 

It has truly been said that medicine is an art not a science and in no 
facet of medicine is this more apparent than in the management of the 
patient who is dying slowly from cancer. There is no rule of thumb by 
which analgesics can be chosen and no simple formula for assisting the 
patient’s mental attitude to the pain and the disease. It is, however, the plain 
and unmistakable duty of every doctor, as soon as he is convinced that 
recovery is impossible, to devote all his art towards making the remaining 
days of his patient’s life as pleasant and pain free as he can. Furthermore, 
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under these conditions he need no longer be restricted in his choice of 
drugs for fear of subsequent addiction. 


LOCAL TREATMENT 

There are some general rules which may help to formulate one’s plans. 
If pain is localized it may be best relieved by local treatment. This is 
particularly the case with single deposits in bone and also in the case of 
carcinoma of the bronchus. The pain from these lesions can often be much 
diminished or abolished by high-voltage therapy, although the course of 
the disease may not necessarily be affected. Another instance of the use of 
local treatment is the carrying out of cordotomy for the relief of intractable 
pain of nerve origin. 


ANALGESICS 

When local treatment is not suitable or not effective, general analgesics 
must be exhibited. It is usually advisable to start with simple and non- 
habit-forming drugs, such as one of the many aspirin-codeine preparations, 
with or without the addition of phenacetin. If, as sometimes happens, 
patients find codeine very constipating, then the aspirin, phenacetin and 
caffeine combinations may be tried. These drugs I would regard as the 
outposts in the defence of the body from pain. 

The next line of defence would consist of the more powerful drugs, such 
as methadone, usually known by its proprietary name of ‘physeptone’ 
(tablets or injection, 5 to 10 mg.), pethidine (tablets or injection, 25 to 100 
mg.); or possibly the addition of sedative solution of opium B.P.C., 1949 (5 
to 30 minims [0.3 to 1 ml.]) to the above-mentioned mixtures. Methadone 
and pethidine can be given by mouth without any side-effects, but sedative 
solution of opium may cause constipation owing to the opium content (this 
can be corrected by a mild laxative) and, on occasion, in a morphine- 
sensitive person, it may cause vomiting. There is a vast range of proprietary 
analgesics which fall somewhere between the two groups already mentioned 
in their strength of action and some doctors will have a preference for one 
or other of these, such as ‘anadin’ or ‘edrisal’. 


MORPHINE AND ITS DERIVATIVES 
The next line of defence is the main and most solid line and is soundly 
based on the pain-relieving qualities of morphine and its derivatives. Mor- 
phine itself (1/6 to 4 grain [10 to 30 mg.]), ‘omnopon’ (1/6 to 1/3 grain 
[10 to 20 mg.]), dihydromorphinone hydrochloride, B.P.C. 1949 (‘dilaudid’) 
(1/32 to 1/16 grain [2 to 4 mg.]) and finally diamorphine hydrochloride 
(heroin) (1/12 to 1/3 grain [5 to 20 mg.]), all most effectively given by 
subcutaneous injection, are those in common use. The chief disadvantage 
of morphine is that in from 5 to 10 per cent. of patients severe nausea or 
vomiting occurs and cannot always be controlled by such simple additions 
as ‘avomine’, 25 mg., or pyridoxine, 10 tu 100 mg. Patients rarely suffer 
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from vomiting following ‘dilaudid’ and hardly ever after heroin. If there is 
very severe pain, morphine or ‘dilaudid’ may be more effective; if severe 
discomfort and depression or anxiety, then heroin is the drug of choice. 
In the case of all these morphine-group drugs constipation is likely to occur 
and should be guarded against by giving mild laxatives, unless they them- 
selves are contraindicated by the nature of the lesion. 

If pain is very intractable and all else has failed a reinforced morphine 
or heroin effect may be achieved by combining these drugs with amiphena- 
zole (‘daptazole’), which diminishes the depressant action without altering 
the analgesia; doses up to 1 to 2 grains (60 to 120 mg.) of morphine, $ to 1 
grain (30 to 60 mg.) of heroin may then be given. Alternatively, if the 
patient has more general discomfort and depression than pain, what is 
known at the Royal Marsden Hospital as haustus ‘E’ (‘E’ for euphoria) is 
used. This consists of: 


Morphine hydrochloride ... . } grain (16 mg.) 
Cocaine hydrochloride. ..... } grain (10 mg.) 
DMNSTEM tones weteawe weirs G 60 minims (4 ml.) 
PRE AR ee ore 60 minims (4 ml.) 
Chloroform water........ to 4 fluid ounce (15 ml.) 


The prescribing of gin on an E.C. 10 prescription form is liable to be 
frowned upon by the Ministry of Health. As a way of getting round this 
difficulty, C. A. Clarke (The Practitioner, 1957, 178, 38) recommends 
prescribing ‘gin’ as follows :— 

‘Rectified spirit 120 minims (8 ml.) with tincture of capsicum $ minim (0.03 ml.)’ 
The initial dose of haustus ‘E’ is } to } fluid ounce (7 to 15 ml.) and this 
usually relieves discomfort and gives the patient a pleasant drowsy feeling. 

Finally, there can be no doubt that with incurable cancer in the terminal 
stage the patient should be kept pain free, even if this means keeping him 
practically unconscious. There can be no excuse for allowing patients to 
suffer unnecessarily once the diagnosis has been made and the inevitability 
of an early death is apparent. 

P. E. THompsoNn HANCOCK, M.B., F.R.C.P. 
Physician, Royal Free Hospital, and Royal Marsden Hospital. 


THE SIGNIFICANCE OF POLYURIA 


IT is important to distinguish between increased frequency of micturition 
and polyuria. The former when due to irritability of the lower reaches of 
the renal tract is not associated with any increase in urinary output. Polyuria, 
on the other hand, is usually associated with some increased frequency of 
micturition. 
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DEFINITION 
The normal daily range of urinary fluid output varies greatly from person 
to person. It depends upon the fluid intake and the loss by other channels. 
The loss by sweating depends upon climatic conditions and the amount of 
exercise which is taken. The intake of fluid may be influenced by custom, 
as in the frequent tea drinking in England and beer drinking in Bavaria. 
An output of over three litres of urine a day constitutes polyuria. 


TRANSIENT POLYURIA 

A transient polyuria will occur as a result of diuretic drugs acting directly, 
or indirectly, upon the kidneys. In congestive heart failure, diuresis may 
occur from the use of mercurial drugs acting on the kidney tubules or by the 
use of digitalis alone increasing the renal blood flow. Any specific treatment 
correcting, or natural remission affecting, an cedematous state will cause a 
transient polyuria, e.g. vitamin B, in wet beri-beri, protein in famine edema, 
and a spontaneous remission in the nephrotic syndrome. The diuretic effect 
of alcohol is due to an inhibitory action on the posterior pituitary. Certain 
aromatic oils in gin have a direct action on the renal tubules. Some persons 
are peculiarly sensitive to the diuretic effect of caffeine even in the small 
quantities found in tea and coffee and this possibility must be remembered 
in investigating a patient complaining of polyuria. Other substances, such as 
thyroid extract, the xanthine derivatives, cantharides, cyanide and heavy 
metals, which will cause a transient polyuria are outside the scope of this 
article. 


PERSISTENT POLYURIA 
Persistent polyuria is associated with increased thirst and it is with this that 
the patient is usually concerned, whereas the polyuria is often unnoticed or 
only a complaint of frequency is made. Polyuria may be due to the following 
causes: 

(1) Increased excretion of any solute in the urine-——-The commonest and 
most important cause of polyuria is diabetes mellitus. The polyuria is the 
direct consequence of the glycosuria, the extra water being necessary to 
carry the glucose in solution. Sugar is therefore invariably present in the 
urine of a patient with diabetes mellitus and polyuria. Glycosuria may be 
absent in elderly diabetic patients with a high renal threshold. In these 
patients thirst and polyuria will also be absent. Pruritus vulve is the most 
common presenting symptom and often the only symptom in elderly diabetic 
women. Acidosis causes polyuria because extra base and water must be 
excreted with the excess acid. Severe acidosis is seen in diabetic ketosis and 
to a lesser extent in starvation ketosis. Uramia is usually acidotic and the 
acidosis accounts in part for the polyuria. The acidosis resulting from 
accumulation of carbonic acid in certain lung and heart diseases produces 
no significant polyuria. In severe diarrhcea and other causes of acidosis, 
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dehydration prevents polyuria occurring. Polyuria is usually present in 
hyperparathyroidism and may be so marked that diabetes insipidus is 
erroneously diagnosed. In the early stages polyuria is due to the increased 
excretion of calcium. Later, nephritis develops with ectopic renal calcifica- 
tion, and renal failure is responsible for the gross polyuria. 

(2) Lack of concentrating power by the kidney.—It has been shown that 
polyuria will occur in renal failure with accumulation of acid metabolites. 
It will also occur before acidosis has developed or in alkalotic uremia. As 
nephrons are destroyed, functioning units which remain are able to preserve 
the internal milieu, despite lack of concentrating power of the kidney as a 
whole, by passing larger quantities of dilute urine. Thus, in chronic diffuse 
glomerular nephritis and in polycystic disease of the kidney, the polyuria 
may compensate for the failing power of the kidney for a long period before 
terminal signs of uremia occur. 

(3) Disorder of the osmoreceptors in the supra-optic nuclei or their con- 
nexions.—T he supra-optic nuclei are responsive to osmotic pressure changes. 
If water is lost, more hormone is secreted to prevent excretion by the 
kidneys and, conversely, hemodilution causes hormone suppression. A 
remarkable polyuria occurs in diabetes insipidus. Trousseau’s patient 
excreted 43 litres of urine a day. Diabetes insipidus may be idiopathic or 
secondary to trauma, tumours, syphilis, sarcoidosis or storage reticulosis. 
The lesion may involve the posterior pituitary, the hypothalamus or con- 
nexions between the two. Diabetes insipidus may occur with other evidence 
of hypothalamic dysfunction, such as obesity, hypogonadism or disturbance 
of sleep rhythm. 

(4) Hysterical polyuria.—This can be difficult to distinguish from diabetes 
insipidus. The presence of hysterical or endocrine stigmata may be helpful. 
Deprivation of a patient with hysterical polyuria will cause a rise in the 
specific gravity of the urine, whereas in diabetes insipidus the specific 
gravity will not exceed 1005. Pitressin has a much greater effect on the 
polyuria of diabetes insipidus than in hysterical polyuria. 


COMMENT 
This classification into four groups is not altogether satisfactory, as some 
causes of polyuria, such as acidotic uremia, fall into two groups. In other 
cases the cause of polyuria may be obscure. There is, for instance, a con- 
dition known as nephrogenic diabetes insipidus. This is identical with diabetes 
insipidus except that it does not respond to pitressin. The relationship of 
diabetes insipidus to nephrogenic diabetes insipidus is analogous to the 
relationship of Addison’s disease to salt-losing nephritis where cortisone has 
no effect. The lesion in both these rare diseases, nephrogenic diabetes 
insipidus and salt-losing nephritis, is a primary tubular abnormality. 
P. B. S. FOWLER, D.M., M.R.C.P. 
Assistant Physician, Charing Cross Hospital. 
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NOTES AND QUERIES 


Treatment of Minor Burns 
Query.—One often sees ‘nupercaine’ ointment 
and similar preparations advocated for minor 
burns, but I am often puzzled as to just how 
‘minor’ a burn has to be—I am thinking in terms 
mainly of scalds, and especially in children. 
Can you recommend limits of safety either in 
terms of skin area or in terms of total quantity of 
ointment that can safely be covered/used in one 
application—and for different aged children as 
well as adults? 


Rep.ty.—A minor burn is ordinarily defined as 
one involving less than 10% of the body surface 
and superficial in character. Commonly excepted 
from this definition are superficial burns of 
the eyelids, hands and fingers which, despite 
the incomplete skin destruction and relatively 
small area involved, are sometimes classified as 
‘major’. There can be no doubt that the 
questioner is referring to superficial burns of 
less than 10°% extent, and possibly to superficial 
burns of the hands and face, including the 
eyelids. Within the terms of this definition, and 
from the strictly practical standpoint, I do not 
believe that there is any limit to the area of skin 
which may be covered and the amount of 
ointment used. 

The risks of any immediate toxic effects from 
application of 1°, ‘nupercaine’ must be virtually 
nil. The makers cite 120 mg. as the maximal 
therapeutic dose by subcutaneous injection into 
a fit man weighing 10 stone (63.5 kg.). To reach 
this dose it would be necessary to have applied 
at least 400 ounces (11.3 kg.) of 1°% ‘nupercaine’! 
In practice, it is rare for more than one or two 
ounces to be used at most. Furthermore, it is 
clearly safe to use the ointment in any necessary 
quantity on the burns of children. 

Whilst the risks of toxic effects can be ignored, 
the possibility of a sensitivity reaction should be 
borne in mind. This might well occur with use 
of the ointment on subsequent occasions or, 
unknown to the doctor, the patient might have 
become sensitized by previous treatment: e.g. 
in the management of an anal fissure. 

R. S. MURLEY, M.S., F.R.C.S. 


Low Blood Pressure 


Query (from a reader in Pakistan).—What is 
the treatment for low blood pressure? I have a 
number of patients whose systolic pressure is 
persistently below 100 mm. Hg. They are 
usually then not very active, having no inclina- 
tion for work or food and always complaining 
of this and that trouble like a neurotic. Some- 
times there are intense headache and vomiting, 


and sometimes cold and clammy extremities and 
palpitation of the heart like an anxiety attack. 
The common factor in all these cases is low 
blood pressure. Such patients are more 
numerous in my practice than those with high 
blood pressure. 


Rep_y.—Probably the common factor in all 
these cases is not only the low blood pressure 
but also the underlying psychogenic disturb- 
ance. As a temporary event hypotension occurs 
in a number of conditions: shock, hemorrhage, 
myocardial infarction, dehydration from any 
cause, rapid tachycardia and when there is 
obstruction to cardiac filling or emptying. As a 
chronic finding hypotension occurs in adrenal 
insufficiency, in people living in very hot 
climates who have a dilated peripheral vascular 
bed and often a reduction in plasma volume 
due to chronic salt deficiency, following sympa- 
thectomy for hypertension or vascular disease 
of the legs, and in certain neurological diseases 
such as tabes dorsalis and syringomyelia. In 
most cases no organic cause can be found and 
the condition is attributed to a functional dis- 
turbance of sympathetic innervation arising 
from the hypothalamus. A triad of anhydrosis, 
postural hypotension and impotence in middle- 
aged men has been attributed to this cause. As 
the questioner has observed, however, these 
patients present a number of additional neu- 
rotic traits, and experience has shown it is their 
emotional difficulties, rather than the hvpo- 
tension per se which is only a somatic mani- 
festation, that need treatment. Preoccupation 
with the hypotension and attempts to elevate 
the blood pressure seldom help the patient. 

R. I. S. BAyiss, M.D., F.R.C.P. 


Gall-stone Dyspepsia 

Query (from a reader in Malta).—One of my 
patients, a married man aged 78 years, has 
suffered for over eighteen months from period- 
ical bouts of fever at intervals varying from 
nine to forty days. These bouts are usually 
preceded by attacks of shivering, and the tem- 
perature goes up to 103° F. (39.5° C.), returning 
to normal in a few hours. There have been no 
other symptoms except on two occasions when 
there was nausea with complete loss of appetite 
for two months. Blood examinations for malaria 
and undulant and typhoid fevers proved nega- 
tive. Examination of the urine is also negative. 
Cholecystography five years ago revealed the 
presence of a stone, the size of a sixpence, in 
the gall-bladder. When this examination was 
repeated recently it revealed the same stone, 
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unaltered in size, together with other very 
small ones. 

Treatment with antibiotics has had no effect. 
Injections of cyanocobalamin had a good effect 
on his appetite and seem to have lengthened 
the intervals between attacks. 

I should be grateful for advice in this case. 


Repiy.—It is unusual for gall-stones to give 
rise to recurrent attacks of pyrexia and rigors 
without either pain or jaundice occurring at any 
time. The so-called Charcot’s intermittent fever 
is usually due to cholangitis resulting from a 
stone partially obstructing the bile duct at the 
ampulla of Vater, and in most cases jaundice is 
produced. It is possible, however, for a minor 
degree of obstruction to occur intermittently 
without jaundice and in this case high fever and 
chills may be expected. In view of the increase 
in number of the stones in this patient, the 
characteristic nausea, anorexia, and the absence 
of other causes such as urinary infection, it 
would seem that the cause of the bouts of fever 
must lie in the biliary tract. 

If the patient’s condition is good, cholecystec- 
tomy would seem to be advisable as the risk of 
serious persistent biliary infection is consider- 
able. Penicillin would be unlikely to control 
such infection, which is often due to E. coli, and 
sulphonamides might prove more successful. 
In some cases of the type described, a small 
stone is found impacted in one of the intra- 
hepatic bile ducts and this should be looked for 
at operation. 

T. C. Hunt, D.M., F.R.C.P. 


Temporary Postponement of 


Menstruation 
Query.—I have a patient whose period is due 
on her wedding day. The husband is arriving 
in this country two days before, and is to leave 
again in one or two weeks. The patient is unable 
to follow him for some months. The question 
of postponing or advancing the period arises 
strongly in this case. Is ‘menstrogen’ likely to 
be of use in advancing the period? 
Repiy.—lIt is unlikely that attempts to induce 
the menstrual period would be effective. It is 
possible, though not always so, to postpone a 
period with cestrogen given in a large dose. 
There is, of course, the disadvantage that 
nausea may result. Either stilbeestrol, 1 mg. 
thrice daily, or ethinyleestradiol, 0.05 mg. thrice 
daily, should be given from the end of the pre- 
ceding period until postponement of the period 
is no longer desired. 

In general, it is better to let natural events 
take their course, for emotional factors in 
marriage are likely to upset calculations. More- 


over, the ensuing period following the use of 
cestrogens may be a heavy one. 
KENNETH BOwgES, M.D., M.S., F.R.C.S., F.R.C.0.G. 


Pericarditis in Pregnancy 

Query.—A female patient of mine, aged 40 
years, became ill about ten weeks ago. After ex- 
haustive investigations the final diagnosis 
reached was a recurrent benign pericarditis and 
she is at present recovering from her third attack. 
For the past four years she has tried repeatedly 
to become pregnant but without success. She has 
one daughter, aged 17 years, from her first 
marriage and a son, aged 5 years, from her 
second marriage. A second child from this 
marriage is badly wanted. Intercourse took 
place between the first and second pericarditis 
attacks and she is now six weeks pregnant. 

No definite cause can be found as to the 
etiology of her pericarditis and her general con- 
dition at present is good. From the literature it 
would appear that the etiology may be viral, 
allergic or an early disseminated lupus. Pre- 
suming that her pericarditis clears and she her- 
self is fit for pregnancy, is there any possibility 
of any foetal abnormality being present in the 
child? If the cause of her illness is a virus, then 
the foetus was exposed at an early stage, and 
following on the pattern of rubella, may this 
not be disastrous? What would you advise? 

Besides rubella and mumps, is there any other 
viral disease predisposing to fetal abnor- 
malities? 


Rep.y.—So far as I know, the evidence that 
virus disease, other than rubella and mumps, in 
the mother can affect the foetus is very slight. 
The evidence with regard to mumps is not at 
all convincing, though in the survey by Gron- 
vall and Selander (Nordisk medicinsk Tidskrift, 
1948, 37, 409), it was more suspect than rubella. 
I should not have thought that the risk of 
foetal abnormality in this case would be appre- 
ciably influenced by the maternal illness. There 
is, of course, a basic risk in all instances, which 
increases with maternal age. This applies par- 
ticularly to mongolism and to a lesser extent to 
hydrocephaly and some other malformations. 
Nevertheless, I think that, in the present 
instance, the decision about continuing the 
pregnancy or otherwise should be determined 
upon the basis of consideration of the danger 
to the mother’s health rather than on prognosis 
for the child. 
ProFessor L. S. PENROSE, M.D., F.R.S. 


Barrier Creams 

Query (from a reader in Malaya).—Are barrier 
creams substances that you put on the skin for 
protection, leaving the skin oily or greasy till 
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you finish the job and wash them off, or are 
they substances you rub in and wipe off any 
excess before starting the job? 

My particular problem is that I get very sore 
finger tips from something I handle. I have not 
yet proved conclusively whether it is the par- 
ticular brand of local-made methylated spixit 
that I keep my syringes in or whether it is due 
to the local anzsthetic I use for dental extractions 
and other things—‘planocaine “‘K”’ ’. Obviously 
I cannot handle syringe and case books and 
patient with a cream (barrier or otherwise) 
‘gormed’ over my fingers, but is it sufficient to 
rub it in and then wipe off any excess? 


RepLy.—Barrier creams are of two main types: 
those with a greasy base which form a waterproof 
film on the skin and which fill the follicular 
openings, thus preventing undue contact with 
irritants and the epidermis, and the second type 
which is mainly a soap base and protects against 
oily substances and facilitates cleaning, thus 
reducing skin trauma. 

The most modern proprietary barrier creams 
contain silicones which coat the skin with an 
inert film of silicone. Unfortunately, even these 
creams are not very effective if constant exposure 
to water and alkali is to be countered. Thirty 
per cent. silicone in petrolatum has been found 
to give the greatest protection, but this is a far 
higher percentage of silicone than is present in 
the standard preparations and it is extremely 
expensive and leaves the skin greasy. The 
majority of barrier creams do leave the skin 
slightly greasy, though the proprietary silicone 
creams do not suffer from this disadvantage and 
it would be possible to handle case books and 
dental instruments after having applied them. 
The use of such a cream might well prevent a 
traumatic dermatitis from methylated spirit. 

No barrier cream would prevent a skin 
reaction if your questioner had acquired a con- 
tact sensitivity to the local anzsthetic or other 
substances he uses. Such a sensitivity is not 
uncommon in dental surgeons. It would be 
advisable to carry out patch tests with the 
‘planocaine’ to determine if this is so. If a 
positive patch test confirmed this sensitivity, 
then his difficulties could be met by changing 
to a different local anzsthetic agent. 

I. B. SNEDDON, M.B., F.R.C.P. 


Treatment of Morphine Addiction 
Query.—I should be grateful for guidance in 
treating a morphine addict. 


Rep_y.—Treatment of morphine addiction can 
never be carried out in the patient’s own home, 
and the patient must be willing to go into a 
Home or Institution for at least six to eight 


weeks, under the cate of reliable nurses. Close 
supervision is necessary to make sure that the 
petient does not surreptitiously take any mor- 
yaine on his own account: methods of deceiving 
the doctors and the nurses are not uncommon. 

Methods of withdrawing the drug can be 
either an abrupt cessation, or the more gradual 
withdrawal of morphine over a period of seven 
to ten days. There is no question but that the 
first method may cause intense suffering, causing 
the patient to lose confidence in the doctor. For 
this reason the method of gradual withdrawal is 
usually practised and is to be preferred—in any 
case this method is essential in elderly or very 
debilitated subjects. By the ‘tapering-off’ 
method it is usual on successive days to halve 
the previous day’s dosage, so that by the end 
of seven to ten days the drug has been finally 
stopped. To lessen the craving and to minimize 
the withdrawal symptoms considerable doses of 
sedatives have to be used: some prefer hyoscine 
hydrobromide in doses which at first may be as 
high as 1/200 grain (0.3 mg.) hourly. Others 
prefer large doses of barbiturates (particularly 
sodium amylobarbitone in order to produce 
partial continuous narcosis) or, otherwise, re- 
peated doses of paraldehyde. These drugs help 
also to combat the inevitable sleeplessness which 
is always so troublesome. 

When the convalescent stage has been reached 
psychotherapy must be used in order to combat 
the psychiatric problems which have led to the 
addiction in the first place: during this time it is 
helpful to encourage the patient to be fully 
occupied, first by methods of diversional therapy, 
later leading up to healthy outdoor pursuits. 

E. C. WARNER, M.D., F.R.C.P. 


Recurrent Attacks of Malaria 
Query.—I am a general practitioner and while 
on army service contracted benign tertian 
malaria and ameebic dysentery with hepatitis. 
After over five years away from a malarious 
zone, I am still getting recurrent attacks of 
malaria. I have tried the effect of taking daily 
proguanil prophylactically over a period of a 
year with no effect on these attacks. The in- 
dividual attacks respond to chloroquine but 
leave weakness and malaise for seven to ten days 
afterwards. These attacks are seriously threaten- 
ing my future prospects in general practice and 
I would be very grateful for advice on the 
following points :— 

(1) Should I continue to take any prophylactic 
drug continuously? 

(2) Is there available a more effective drug 
than chloroquine in aborting an attack quickly? 

(3) Is there any danger in taking repeated 
courses of these antimalarial drugs? 











334 THE PRACTITIONER 


(4) Approximately how long would it take for 
these attacks to ‘burn out’? 
Repty.—The history in this case does not 
suggest that the patient is suffering from 
recurrent attacks of malaria. This infection very 
seldom relapses more than three years after the 
patient has left an endemic area and the fact 
that attacks occurred while taking prophylactic 
proguanil also virtually excludes the diagnosis. 
The questioner does not state whether his tem- 
perature has been raised or whether parasites 
have been found in the blood during the attacks. 
Unless malarial parasites have been demon- 
strated, he should be thoroughly investigated to 
exclude other diseases. He would in the first 
instance be well advised to seek admission to 


one of the tropical centres in this country, of 
which there are three: The Hospital for Tropical 
Diseases, London; The School of Tropical 
Medicine, Liverpool, and the Tropical Diseases 
Unit, Eastern General Hospital, Edinburgh. 
With regard to the final questions which he 
raises, he should not continue to take a pro- 
phylactic drug continuously unless the diagnosis 
of malaria is confirmed. There is no more 
effective drug than chloroquine for controlling 
acute attacks and there is no danger in taking 
repeated courses of antimalarial drugs. The 
fourth question has already been covered. 
Proressor A. W. WoopRurFfF, M.D., 
PH.D., F.R.C.P. 


PRACTICAL NOTES 


Chronic Bronchitis in the Aged 

In the experience of Trevor H. Howell (British 
Journal of Tuberculosis and Diseases of the Chest, 
July 1957, 51, 232), the use of oral and parenteral 
antibiotics has proved disappointing in the 
treatment of bronchitis in the aged. He has ob- 
tained much more satisfactory results from their 
use in the form of aerosols. This he attributes 
to the higher concentration of antibiotic thus 
obtained directly at the seat of the disease. 
The drugs employed are usually penicillin and 
streptomycin. They are dissolved in saline or a 
solution of 10% calcium chloride, which appears 
to diminish the viscosity of the sputum. A 
Collison type of inhaler is used, and anti- 
spasmodics, such as aminophylline, can either 
precede, or be combined with, the antibiotic 
aerosol which is vaporized by oxygen, or oxygen 
and 5% carbon dioxide. The number of inhala- 
tions varies from two to five a day. The present 
tendency is to increase the dose of antibiotic 
and to lessen the number of treatments. Because 
of the danger of fungus infections of the lung, 
periodic short periods of aerosols, lasting five to 
seven days, are preferred to longer periods of 
administration. 


Nystatin in Vaginitis 

‘NyYsTATIN vaginal tablets appear to be a satis- 
factory preparation for the treatment of vaginal 
candidiasis in pregnancy’, according to H. L. 
Kayser and his colleagues (American Journal of 
Obstetrics and Gynecology, July 1957, 74, 167). 
This conclusion is based upon the findings in 
24 pregnant Negro women with vaginal pruritus 
or discharge positive for C. albicans. The drug 
was used in the form of 100,000 units of 
nystatin dispersed in a lactose tablet. The 
course of treatment consisted of one tablet twice 
daily—on rising and on retiring—for two weeks. 


Of the 24 patients, 22 (92%) were symptomatic- 
ally improved. Post-treatment cultures were 
taken from 20 of the patients, and 10 (50%) of 
these became negative. There was no apparent 
correlation between symptomatic improvement 
and disappearance of C. albicans from the 
vagina. No symptoms of primary drug irritation 
were encountered, and no toxic effects were 
observed. 


Rectal Penicillin 
Tue absorption of penicillin administered in the 
form of suppositories has been investigated by 
K. Backe-Hansen (Scandinavian Journal of 
Clinical and Laboratory Investigation, 1957, 9, 
170). The composition of the suppositories was 
as follows :— 

Benzylpenicillin sodium 500,000 units 

Sodium lauryl sulphate O.1 g. 

Imhausen base H 1.75 &- 
‘Imhausen base H’ is described as ‘a fatty suppository 
base, partly synthetic, and in technical respects superior 
to the traditional cocoa butter. It is reported to consist 
of a triglyceride with a small amount of a monoglyceride 
added as emulgent’. 

In 15 patients, serum penicillin levels follow- 
ing the insertion of this suppository were com- 
pared with those following the intramuscular 
injection of 500,000 units of benzylpenicillin. 
The results showed that, on an average, the 
maximal penicillin serum concentration follow- 
ing insertion of a suppository was one-third of 
the average peak after intramuscular injection. 
Thus, after fifteen minutes the mean serum 
penicillin level was 2.74 units/ml. with the 
suppository and 8.36 units/ml. with intra- 
muscular injection. The corresponding figures 
at thirty minutes were 3.13 units/ml. and 9.65 
units/ml. The difference between the two is 
statistically significant (P<5%). 


Renal Carbuncle 
Tuat, provided reasonably early diagnosis is 
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made, renal carbuncle may respond to anti- 
biotic therapy, and thereby remove the necessity 
for operation, is the view advanced by F. H. 
Colby and his colleagues (New England Fournal 
of Medicine, June 13, 1957, 256, 1147) on the 
basis of their experience in the treatment of the 
following case. A 19-year-old male student was 
admitted to hospital on October 2, 1956, com- 
plaining of pain in the right flank. Eight weeks 
previously he had had a furuncle on the face. 
A diagnosis of right renal carbuncle was made. 
He was given intramuscular injections of peni- 
cillin, 1.2 mega units, and streptomycin, 1 g., 
daily. Seven days later the temperature fell to 
normal, and the pain and tenderness in the 
right flank disappeared. On October 12, the 
streptomycin was withdrawn, and three days 
later the penicillin was stopped. He was then 
given novobiocin, 1 g. daily, for five days. He 
was discharged from hospital on October 23, 
feeling perfectly well. When seen two months 
later, he had no complaints and the pyelogram 
of the right kidney had returned to normal. 


Gall-stones in Young Women 

Tue classical teaching that gall-stones occur in 
women who are ‘fair, fat and forty’ is challenged 
by R. S. Sparkman (Annals of Surgery, June 
1957, 145, 813) on the basis of his findings in 
a consecutive series of 100 women upon whom 
he performed cholecystectomy on account of 
cholelithiasis. ‘Twenty-three of these women 
were aged 22 to 30. Only six of these young 
women were overweight, whilst nine were 
‘quite slender or extremely so’. Seven were of 
blond or red-blend complexion, seven medium 
and nine dark or very dark. Each of them had 
been pregnant at least once: in one, pregnancy 
had been terminated on account of bilateral 
tubal pregnancies. Four had three or 
children. In seven patients the attacks of pain 
occurred during hours of sleep. Two patients 
associated their attacks of pain with conditions 
of stress, fatigue or anxiety. In only 12 cases did 
the reference of pain follow the classical distri- 
bution of being located in the right upper 
abdomen, with or without radiation to the epi- 
gastrium and the back. In 10 it was entirely 
epigastric, often with radiation straight through 
to the back. The attacks of pain tended to be 
brief and severe. There were seven patients in 
whom the first symptoms appeared during the 
first pregnancy. Only three patients had a single 
stone; four had more than 100 stones each. In 
all but two instances the stones appeared to 
consist principally of cholesterol. 


more 


Parotid Tumours 
IN a review of 348 cases of parotid tumours 
treated at the Toronto General Hospital be- 
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tween 1927 and 1956, R. M. Janes (Annals of 
the Royal College of Surgeons of England, July 
1957, 21, 1) reports that 223 were benign, 110 
(32°) were malignant and in 15 there was no 
pathological diagnosis. Radiotherapy should 
probably be the sole method of treatment when 
the lesion has been proved to be a lymphoma. 
The only other growths that should receive 
radiation as primary therapy are those cancers 
which are obviously inoperable and those on 
the border line of operability in which, should a 
satisfactory response occur, surgical removal 
may be undertaken at a later date. Surgery is 
the most efficacious form of treatment. In 
operating upon primary benign tumours re- 
moval of the tumour with an intact capsule and 
a few millimetres of surrounding normal parotid 
tissue is adequate. If the facial nerve is actually 
going into the tumour, the condition is almost 
certainly malignant, and the fibres or, if neces- 
sary, a major trunk should be sacrificed. In 
very large tumours it may be wise to ligate the 
external carotid artery, and in large malignant 
tumours this should always be done. The most 
serious complication of surgical removal is facial 
palsy. In 5% to 10% of cases the auriculo- 
temporal nerve syndrome (Frey’s syndrome) 
may be a troublesome complication. This con- 
sists of the appearance of a patch of redness 
followed by sweating, over a small area on the 
side of the face in front of the ear, during 
eating—especially of sweets. A salivary fistula 
will not persist unless a major portion of the 
gland has been left in place. The anterior 
branch of the great auricular nerve can seldom 
be preserved, so that most patients complain of 
numbness of the ear after operation, and some 
persistent paresthesia is the rule. 


Aspirin Allergy 

Amonc the 4,761 allergic patients seen by 
C. H. A. Walton and D. L. Randle (Canadian 
Medical Association Journal, June 15, 1957, 76, 
1016) during the last ten years there were 83 
cases of aspirin allergy. This gives an incidence 
of 1.74%. The incidence was practically double 
this among the asthmatic patients: among the 
2,580 patients with asthma there were 78 who 
were aspirin sensitive (3.2%). None of these 
patients reported because of known aspirin 
sensitivity: this was only discovered during the 
course of routine investigation. The view is ex- 
pressed that there is no reliable test of allergy 
to aspirin other than its ingestion and subse- 
quent observation. As ‘skin tests with aspirin 
are usually negative and are dangerous’, no 
such tests were carried out in this series. 
‘Once we had accidentally observed an un- 
doubted causal relationship’, the authors state, 
‘we never permitted its use again in such cases 
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for fear of a dangerous result’. Whilst aspirin 
sensitivity was most often manifested by 
asthma, it also produced allergic rhinitis and 
urticaria. Although it is generally held that 
aspirin-sensitive asthmatics are in the more 
severe categories, one-third of the cases in this 
series were not severe asthmatics, and 12 of 
these relatively mild cases had ‘alarmingly severe 
asthma with aspirin’. During the ten-year 
period, 10 of the aspirin-sensitive patients died, 
but none directly from aspirin. On actuarial 
grounds it is estimated that this means that the 
mortality among aspirin-sensitive patients was 
six times the normal and about four times that 
expected in the asthmatic population. 


Stitching with a Hypodermic 
Needle 


Tue advantages of stitching with a hypodermic 
needle are summarized as follows by Captain 
M. J. Gryspeerdt, R.A.M.C. (Journal of the 
Royal Army Medical Corps, July 1957, 103, 155): 
(i) It is very easy. (ii) It minimizes trauma to the 
healthy skin edges by eliminating the necessity 
for pulling a bulky needle eye and two thick- 





nesses of nylon through them. (iii) Only a short 
length of needle has to be dragged through the 
wound, instead of a considerable length of 
suture material. The method is shown in the 
accompanying diagrams. A hypodermic needle 
of appropriate bore is thrust through both lips 
of the wound, suture material is threaded 
through the pointed end, and the needle is then 
withdrawn, leaving the suture ready for tying. 
This method is particularly useful for rounded 
surfaces such as the eyebrows and the knees, or 
where the skin is loose. 


Tropical Splenomegaly 

HyYPERSPLENISM, i.e. abnormal overactivity of 
splenic function, plays an important part in the 
pathogenesis of the splenic enlargement in kala- 
azar, Egyptian splenomegaly, and ‘crypto- 
genetic’ splenomegaly, according to R. Kirk 
(Annals of Tropical Medicine and Parasitology, 
June 1957, 51, 225). In selected cases splenec- 
tomy may prove beneficial. In severe chronic 
cases of kala-azar the picture is dominated by 


hypersplenism rather than by infection with 
Leishmania donovani, and such cases do not 
respond as well as other cases to specific treat- 
ment alone. Hypersplenism is now established 
as an important factor in the pathogenesis of 
Bengal splenomegaly, and there is now con- 
siderable evidence that malaria may be the 
primary infection which starts off the reticulo- 
endothelial hypertrophy which leads to hyper- 
splenism. There is considered to be much evi- 
dence that bilharzial infection plays a similar 
part in Egyptian splenomegaly and allied con- 
ditions in areas where bilharziasis is prevalent, 
though it must be remembered that malaria is 
also endemic in these areas. Although hyper- 
splenism is an important factor in the patho- 
genesis of the cryptic splenomegaly found in the 
Far East, the primary infection which starts off 
the reticulo-endothelial hyperplasia is not 
known. The relationship between the spleno- 
megaly in these conditions and the hepatic 
cirrhosis which is sometimes associated with it 
is obscure. 


Hazards of Mercurial Paints 

THE growing use of mercurial preparations as 
bactericides and fungicides, both in medicine 
and industry, has increased the proportion of 
the population exposed to toxic hazards from 
the absorption of mercury. This hazard has been 
still further increased by the current trend to 
incorporate organo-mercurial compounds in 
paints and varnishes, particularly for use in 
industrial premises, e.g. breweries and bakeries, 
where walls are prone to troublesome fungal 
growths. There is thus the two-fold hazard of 
toxic effects from continual breathing of the air 
should the organo-mercurial compound be at 
all volatile, and from contamination of food- 
stuffs by flaking of the paint. A. A. Goldberg 
and M. Shapero (Journal of Pharmacy and 
Pharmacology, July 1957, 9, 469) have investi- 
gated this matter experimentally and found that 
there is no measurable or significant volatility 
of mercury from any of the paints used. They 
therefore conclude that there should be no 
health hazard to personnel working in a room 
the walls of which have been painted with these 
organo-mercurial paints. The hazard arising 
from the possibility of contamination of food- 
stuffs by flaking of an antifungal mercurial paint 
is also considered to be negligible. They esti- 
mate that all of the mercurial in the paint which 
might flake off 20 sq. cm. of surface could be 
consumed daily by the same person indefinitely 
without exceeding the accepted upper safe limit. 
As they point out, ‘the probability of this 
amount being exceeded or even reached in the 
most careless establishment is very remote’. 
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REVIEWS OF BOOKS 


Medical Ethics. Edited by Mavrice 
DAVIDSON, D.M., F.R.C.P. London: Lloyd- 
Luke (Medical Books) Ltd., 1957. Pp. viii 
and 165. Price 2os. 

THE introduction of the National Health 

Service, increasing public interest in medicine, 

the ease with which large audiences can be 

reached by press, wireless, and television, and 
the fact that a great deal of medicine is now 
practised by scientists without medical quali- 
fications—all these make it necessary that 
medical ethics for ‘proper doctors’ should be 
re-examined, and if necessary brought into 
line with modern views. In this book authorita- 
tive rulings are given by senior men on most of 
the problems met with in professional work. 

The structure and functions of the General 
Medical Council are explained with great 
clarity by its Registrar, Mr. Pyke-Lees, and 
from what he says there is every reason to 
believe that in the Council evolutionary pro- 
cesses are still operating. Dr. Hugh Clegg, 
editor of the British Medical Journal, states in 
the chapter on ‘professional ethics’ that to a 
gravely ill patient a doctor momentarily may 
appear to be endowed with almost divine 
powers. Self-glorification is therefore readily 
acquired, and the rules of medical ethics are 
largely drawn up to hedge around with fences 
this besetting sin. 

Lord Cohen surveys what has been said on 
the legal and ethical aspects of the doctor- 
patient relationship, but he also does not neglect 
specific day-to-day problems—how much to 
tell the patient, the problem of the prolongation 
of life and euthanasia, and what to do when 
consultations are asked for by a patient or 
friends. Sir Heneage Ogilvie, with characteristic 
forthrightness, tells us how to live in peace 
with our colleagues. He is at his best when 
flaying medical crooks who, he says, unfor- 
tunately find their chief support among the 
aristocracy and so-called intelligentsia. In 
‘medicine and the church’, the Bishop of 
Durham shows how Christianity can alter 
entirely the attitude of the patient to his illness. 
“We seek to heal the patient, not, primarily, the 
disease’. 

Dr. Maurice Davidson deals with what to 
tell the gravely ill patient. Many, however, 
would disagree with the view that the truth 
regarding an inoperable lung cancer should be 
withheld from an intelligent patient merely at 
the request of stupid relatives. Of great practical 
use are the chapters on the ‘doctor, the law, 
and the police’, by Dr. Neville Stafford, and on 
‘contraception, therapeutic abortion, steriliza- 


tion, and artificial insemination’, by Mr. F. W. 
Roques, the latter being helpfully uncompromi- 
sing on a controversial subject. Dr. Lindsey 
Batten’s chapter on the management of the 
hopeless case is excellent and most important 
for younger doctors. Dr. Clifford Hoyle’s 
chapter follows logically with many practical 
suggestions as to the care of the dying. The 
ethics involved in the practice of experimental 
medicine, a modern problem, are interestingly 
dealt with by Dr. R. A. McCance. 

Lastly, there is a section by the well-known 
medical historian, Dr. Douglas Guthrie, on 
the Hippocratic Oath. He considers that it 
would be for the good of the medical profession 
if the English Universities (like the Scottish 
ones) took more trouble to teach to students 
this great code of conduct, which in one form 
or another has been adopted by many genera- 
tions of doctors since the days of Hippocrates. 


Skin Diseases for Beginners. By R. B. Cougs, 
M.B., M.R.c.P. and P. D. C. KINMonrt, 
M.B.E., T.D., M.D., M.R.C.P. London: 
H. K. Lewis & Co. Ltd., 1957. Pp. 43. 
Illustrated. Price 7s. 6d. 

‘We make no excuses for the omissions, half 
truths and condensations inevitable in a synop- 
sis’. With these words from their foreword the 
authors, of course, completely disarm any 
reviewer. They forestall criticism with this 
shrewdly innocent statement; and there is 
no doubt thev are right to do so. This is a 
charming little annotation—if that is not too 
delicate an adjective—which will serve admir- 
ably the needs of nurses in training and after 
training. It is difficult to believe it will be really 
useful to anyone else because of the self- 
imposed limitations. In under fifty pages a 
great. deal of sense is talked about anatomy, 
physiology, dermatological terms and some 
fourteen common diseases. There are very short 
notes on a dozen more. The scheme is practical, 
the line drawings easy to understand, the 
descriptions short and to the point and the 
suggestions for treatment beautifully dogmatic 
and sensible. 


Introduction to Clinical Endocrinology. By 
A. Stuart MAsoN, M.D., M.R.C.P. 
Oxford: Blackwell Scientific Publica- 
tions, 1957. Pp. viii and 192. Price 
22s. 6d. 

Tuis is an interesting and praiseworthy book 

in which the author sets out to prepare students 

for a closer study of endocrinology by giving an 
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account of the underlying physiology of the 
endocrine glands. Enough clinical detail is 
given to illustrate his points. The whole subject 
has been simplified by giving straightforward 
and dogmatic chapters on each of the endocrine 
glands and a great deal of basic and non-con- 
troversial matter has been included. This may 
give a false impression that endocrinology is 
easy, but in an introductory book it is difficult 
to know where to draw a line between estab- 
lished fact and attractive probability. The 
author has rejected photographs as only showing 
the results of advanced disease. But he says that 
‘acromegaly is diagnosed on sight’, that ‘the 
appearance of full blown cretinism is diagnostic’, 
and that Cushing’s syndrome ‘presents such a 
striking appearance that the diagnosis is 
revealed immediately’. Surely a few good 
photographs would mean much more to an 
endocrinological tyro than many lines of clinical 
description? There is a useful appendix con- 
taining practical details of some common tests 
for function of the various endocrine glands. 
The index is comprehensive and accurate, but 
it is a pity that so many verbal and spelling 
mistakes appear in the text. This book should 
fulfil a useful purpose, however, and can be 
recommended. 


Operative Surgery, Vol. 4. Edited by 
CHARLES ROB, M.C., M.CHiR., F.R.C.S. 
and RopNEY SMITH, M.S., F.R.C.S. Lon- 
don: Butterworth & Co. (Publishers) 
Ltd., 1957. Pp. xiii and 374. Illustrated. 
Price £5 10s. 

Vo_uME four of this new work will be particu- 

larly welcome, because it has chapters dealing 

with many of the problems of contemporary 
interest to surgeons, written by acknowledged 
masters. The sections on the ankle perforating 
veins by Cockett, on the surgery of the arteries 
by Eastcott and Rob, and on the exploration of 
the parathyroid glands, also by Rob, are 

examples of such expert and timely help. A 

few pages by Josephus Luke of McGill Uni- 

versity deal with a small headache that is not 

discussed in any other book, the re-ligation of a 

saphenous vein that has been badly tied already. 

Criticisms concern planning rather than detail. 

The splitting of a reference work of this kind 

into sections, each paged separately, is confusing 

and time wasting. The plan of allowing artists to 
illustrate an operation without explanatory cap- 
tions is sometimes tolerable, as in the sections 
on the upper and lower jaw, but often disas- 
trous, as in section II page 61, fig. 2, where the 
surgeon tries to describe half an hour’s operat- 

ing in fifteen lines and the artist appends a 

drawing showing anatomy that never was and 

never will be. 


Chronic Bronchitis in Newcastle upon Tyne. 
By A.*G. OGILVIE, M.D., F.R.C.P., and 
D. J. NEWELL, M.A. Edinburgh: E. & S. 
Livingstone Ltd., 1957. Pp. vii and 115. 
Figures 6. Price 15s. 

Tue Newcastle School of Medicine, inspired by 
the late Sir James Spence, is already well known 
for its interest in the medical problems of the 
community which it serves. Here we have a 
physician on the staff of the United Newcastle 
Hospitals, with a statistician colleague, reporting 
their attempt to assess the prevalence of chronic 
bronchitis in the adult population of Newcastle 
and to throw light upon its etiology. The attempt 
was courageous, but as the authors themselves 
admit ‘Social study is . . . a treacherous field... 
full of traps and pitfalls for the unwary’ and in 
fact certain technical errors do make it difficult 
to draw firm conclusions from much of the 
material. Bronchitis was defined in terms simply 
of chronic productive cough and no subdivision 
by degrees of severity was attempted. With this 
definition it is shown that some 36% of men and 
17°%% of women over the age of 30 in Newcastle 
have bronchitis. Heavy smoking was associated 
with bronchitis, but whether smoking alone 
accounted for the sex differential cannot be 
shown. A personal history of allergy and a 
history of residence in polluted atmospheres and 
of working in dusty or draughty conditions with 
extremes of temperature were also more common 
in bronchitics than controls. There is nothing 
new in this but it is useful to be able to record 
further evidence, however slight, that much of 
bronchitis may be environmental in causation 
and thus preventable. 

Although both the design and analysis of the 
material are faulty, the attempt was admirable 
and successors will learn as much or more from 
the failure as they might have learnt from a 
more complete success. The general physician 
will chiefly be interested in Dr. Ogilvie’s views 
on the general problem of bronchitis, its etiology 
and pathogenesis. 


A Mental Health Handbook. By Ian 
SKOTTOWE, M.D., M.R.C.P., D.P.M. Lon- 
don: Edward Arnold (Publishers) Ltd., 
1957. Pp. vii and 196. Price 21s. 

IN the ten years since the passing of the National 

Health Act the mental health services have 

expanded greatly, although they are still far 

from adequate, either in quantity or quality, to 
fill the great needs that exist. This book sets 
out to review the existing services and their 
historical development and to outline the 
nature of the problems of mental health and 
illness with which they have to deal. In both 
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these tasks it succeeds admirably. The third 
task the author has imposed upon himself is the 
critical examination of the weaknesses and 
deficiencies of the existing mental health services 
and the formulation of proposals for further 
development by which these weaknesses might 
be overcome. Many of the problems he high- 
lights have since also been commented upon 
in the Percy Report and many of his construc- 
tive proposals are now also to be found in the 
Commission’s recommendations, but since 
Dr. Skottowe was not limited, as was the 
Commission, by terms of reference which 
excluded all but the legal aspects of the problem, 
his vision is wider and his proposals go beyond 
mere legal enactments to cover organization, 
training, health education, and research. 

Dr. Skottowe has written a book that was 
badly needed. It will prove invaluable to family 
doctors, public health workers, social workers, 
and members of the many other professional 
groups who now have an increasing part to 
play in the maintenance of mental health and 
the treatment and care of all forms of mental 
illness. It is also to be hoped that the book will 
be widely read by members of regional hospital 
boards, of management committees of mental 
hospitals, and the health committees of local 
authorities, and all the other citizens who now 
bear the chief responsibility for the future 
development of mental health services in this 
country. 


Rauwolfia. By R. E. Woopson, Jr., 
PH.D., H. W. YOUNGKEN, PH.D., Sc.D., 
E. ScCHLITTLER, Pu.D., and Jf. A. 
SCHNEIDER, M.D. Boston, Massachusetts: 
Little Brown & Co.; London: J. & A. 
Churchill Ltd., 1957. Pp. xii and 149. 
Figures 25. Price 4os. 

Tus is an account ot the botany, pharma- 

cognosy, chemistry and pharmacology of 

Rauwolfia. It is written by four authors, each 

of whom is a recognized authority on his sub- 

ject. The reader of this book is first presented 
with a concise historical summary and a more 
extensive account of recently acquired know- 
ledge of the structure and widespread distribu- 
tion of well over a hundred species of Rauwolfia. 
The account of the pharrnacology of Rauwolfia 
makes it clear how close is the link between 
clinical experience and folk lore. As was the 
case with ergot, digitalis and many other drugs, 
the detailed pharmacological study of the active 
constituents of Rauwolfia called for the develop- 
ment of new and precise methods of biological 
analysis, a task which was difficult to fulfil 
because of the slow and gradual onset of hypo- 
tensive and tranquillizing effects. There is a 
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concise account of the pharmacological actions 
of reserpine. 

This book will not tell the reader how to treat 
patients with Rauwolfia, but it will certainly 
enlarge the boundaries of his scientific horizon. 


The Stress of Life. By HaNs SELYE, M.D. 
London: Longmans, Green & Co., 1957. 
Pp. xx and 324. Illustrations 7. Price 
18s. 

Dr. Setye’s views on the endocrinal and 
chemical responses to stress of all kinds are 
well known to medical readers: this book, for 
the general reader, is Selye plain plus auto- 
biographical scraps and philosophical excursions. 
For the clinician to see any disease from the 
Selyean angle is of advantage, but it is only a 
small part of a much wider natural-history angle 
which includes the evolutionary, the genetic, the 
environmental and behaviouristic angles as well, 
the source and haunts and habits of the beast 
under scrutiny. In this book there are few, if 
any, observations that do not come from experi- 
ments on animals in a laboratory. 


Surgeon’s Journey. By J. JOHNSTON 
ABRAHAM. London: William Heinemann 
Ltd., 1957. Pp. viii and 441. Illustrated. 
Price 25s. 

Tue writer of ‘Surgeon’s Journey’ has been 

surgeon, soldier, writer, and publisher, and has 

made for himself a distinguished place in each 
of these roles. The book is unusual among 
biographies, and almost unique among medical 
biographies, in that the author makes no attempt 
to point a moral, or to show the central figure as 
he hopes that others see him, but remains the 
narrator, the skilled story-teller, the man who 
has found life good and wishes to tell others how 
good it can be. We get living pen pictures of 
epochs and incidents in a century that has seen 
more changes than any other. We see the home 
of a merchant in Northern Ireland, illuminated 
by the fierce faith of the Ulstermen, and also 
the simple communal life of master and men in 
an Irish farmhouse. We see life through the 
eyes of an undergraduate in Trinity College, 

Dublin, and of a registrar struggling for a foot- 

hold in the medical world of Queen Victoria’s 

London. We live through the first great war, 

the horrors of the typhus epidemic in Serbia, 

the muddle and failures of the first two battles 
of Gaza, the difficulties of a civilian doctor 
promoted to high administrative rank during 

Allenby’s decisive campaign in Palestine. We 

see the author, retired to civilian life, making 

a name as a surgeon and a writer. 

As James Harpole, Johnston Abraham has 
been for years one of the leading writers of 
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medicine. One of his earliest books, ‘A Surgeon’s 
Log’, has been translated into every civilized 
language, and is still being reissued. He has had 
a most interesting life and has the ability to 
make it interesting for others. It would be 
difficult to find a more enjoyable book. 


NEW EDITIONS 


Bedside Diagnosis, by Charles Seward, M.D., 
F.R.C.P. ED., fourth edition (E. & S. Livingstone, 
Ltd., 21s.).—A fourth edition of this book in 
eight years confirms that it has no rival as a 
concise and logical exposition of how to inter- 
pret symptoms met with at the bedside. Pri- 
marily thought of as for students, it is also of 
great use to teachers, in that a brief reference 
to it before a ‘round’ often ensures the orderly 
marshalling of facts about patients to be dis- 
cussed. The present edition contains new 
descriptions of conditions recently recognized 
to be of increasing importance: infarction of 
the lung, pancreatitis, food poisoning, hzamoly- 
tic anemia, and the hemorrhagic diseases. The 
synopses of causes at the beginning of each 
chapter has also been altered, often in the 
direction of simplification and correspondence 
one with another. If only patients expressed 
their symptoms as concisely as they are given 
in this book medicine would be a good deal 
easier. A word of warning to students as to 
what is in store for them, and possibly a glossary 
of patients’ terms, might not be an inappropriate 
addition to this excellent book. 


An Atlas of the Commoner Skin Diseases, by 
H. C. G. Semon, D.M., F.R.C.P., revised with the 
collaboration of H. T. H. Wilson, M.pD., M.R.C.P., 
D.T.M., fifth edition (John Wright & Sons 
Ltd., £5 5s.).—It is perhaps unfair to discuss 
whether there is a proper place for any atlas 
of dermatology in the teaching of dermatology 
or in the illumination of a baffled practitioner. 
The fact is that some people like them; cer- 
tainly, they must like this one which, only four 
years after the last, now reaches its fifth edition. 
Dr. Wilson has for the first time collaborated 
with Dr. Semon. The popularity of the book is 
assured, for it offers on a series of plates, 
reproduced on superb paper, a ready reference 
for those whose knowledge of the subject is not 
what it ought to be. The fact that certain of the 
pictures are well below the general standard 
must presumably be blamed on the fantastic 
cost of colour reproduction. There are several 
plates which must soon go. The authors cannot 
like the cadaverous picture of seborrhceic 
dermatitis (p. 83), that of lupus erythematosus 
(p. 67) and most of those of psoriasis. Syphilis 
has an over-generous allotment in view of its 
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present rarity. Cheiropompholyx is well de- 
scribed but on the opposite page is a picture of 
something bearing no relation to the text. 
There is a curious, old-fashioned naiveté about 
the text with a tendency both to adhere to 
outmoded notions and to include too many 
possible treatments. One reader, at least, would 
welcome a little dogmatic simplicity. 

Despite these relatively minor criticisms it 
remains an interesting book and it can be said 
with assurance that it will lead nobody astray. 


The Essentials of Materia Medica, Pharmacology 
and Therapeutics, by R. H. Micks, M.p., 
F.R.C.P.1., in its seventh edition (J. & A. 
Churchill Ltd., 28s. ) contains a new chapter on 
anticonvulsant drugs, and the section on radio- 
active iodine and phosphorus has been consider- 
ably expanded. References to many other new 
drugs have been added to what has justifiably 
been described as ‘a clinical guide for the senior 
student and practising physician’. Fortunately, 
the author seems to be weakening in his deter- 
mination to retain ‘c.c.’ for ‘ml.’. The retention 
of the former in a book such as this is a curious 
anachronism. 


The Principles and Methods of Physical Diagnosis, 
by Simon S. Leopold, M.pD., in its second 
edition (W. B. Saunders Co., 63s.), has been 
written by the professor of clinical medicine 
in the University of Pennsylvania in collabora- 
tion with some of his colleagues in the hope that 
it will guide medical students to practise the 
accepted techniques of physical examination. 
The detail presented, however, is such that the 
undergraduate will find difficulty in appreciating 
what is important in conducting a clinical ex- 
amination. For example, he can read at length 
about percussion of the heart but only a few 
lines about the value of a careful study of the 
neck veins. The illustrations are profuse and the 
majority are very good, but some, including 
important ones like those demonstrating retinal 
pathology, are lacking in clarity. The experienced 
practitioner, who can read this book critically, 
will find much to interest him but much with 
which he will not agree; for such a person it 
may be a useful source of reference regarding 
the methods of physical diagnosis. 





The contents of the October issue, which will be @ 
Special Number devoted to ‘Advances in Treatment’, will 
be found on page Aro4 at the end of the advertisement 
section. 





Notes and Preparations see page 341. 
Fifty Years Ago see page 345. 
Motoring Notes see page A83. 

Travel Notes see page A87. 
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Shortening convalescence 


5% SODIUM GLYCEROPHOSPHATE 
Although evidence is lacking as to the 
precise way the glycerophosphate acts, 
the manner in which glycerophosphate 
and protein are combined in Sanatogen 
appears to result in a synergistic action 


The length and success of convalescence 
can be influenced to a very large degree by 
the intake and absorption of protein. Yet 
often the patient cannot absorb the full 
amount necessary to make up the nitrogen 
lost during illness or fever. Sanatogen* 
solves this problem by providing concen- 
trated first-class protein which is easily 
assimilated and highly utilised. It can be 
used alone, or as a beneficial general 
supplement to specific treatment. 


CONSTITUENTS OF SANATOGEN 


95°, CASEIN (milk protein), containing 
all the essential amino acids. Although 
casein normally requires only three 
principal stages to produce, the manufac- 
ture of Sanatogen involves seven principal 
stages. These additional stages have the 
object of ensuring that Sanatogen is 


absorbed and utilised toa very high degree. | physical and nervous debility. 





particularly marked in conditions of 
physical and mental debility. 

Sanatogen is easily digested and is free of 
fat and carbohydrate; it is therefore quite 
suitable for use in diabetes. The average 
daily dosage of 6 teasnoonfuls provides 
24G. of first-class protein, at a lower cost 
per gram than many protein foods. 


Sanatogen is available from all chemists. 


Sanatogen 
FOR HIGHER PROTEIN UTILISATION 


in convalescence, pregnancy and lactation, 
*Regd. TM. 
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at the Menopause 
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Difficult years, sometimes, but when 
menopausal symptoms are manifest, the ideal treatment is 
provided by the skilfully balanced 


combination of hormones in Mixogen 


each tablet contains : 


Ethinyloestradiol B.P. 
Methyltestosterone B. 


MIXOGEN | =: 


1-2 tablets daily, reducing when 
possible. 


0.0044 mg. 
P. 3.6 mg. 


Literature and sample on request Tubes of 25—Bottles of 100. 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 
‘AMARGYL’ tablets each contain 25 mg. of 
chlorpromazine hydrocloride and 50 mg. of 
amylobarbitone. This combination is said to 
bring about ‘considerable alleviation or even 
symptomatic cure in various states of anxiety 
and depression’ and at the same time render 
the patient ‘more amenable to psychotherapy’. 
Available as lime-coloured, sugar-coated tablets 
in containers of 50 and 500. (Pharmaceutical 
Specialities (May & Baker) Ltd., Dagenham, 


Essex.) 


‘ENPAC’ contains antibiotic-resistant strains of 
Lactobacillus acidophilus, and its uses include 
the treatment of gastro-intestinal disorders and 
of pruritus ani, and the control of the bacterio- 
logical side-effects of antibiotic therapy. Avail- 
able in hermetically sealed containers of 60 g. 
(Lloyd-Hamol Ltd., 11 Waterloo Place, S.W.1.) 


‘HARMONYL’ tablets each contain 0.25 mg. of 
deserpidine, which is ‘a new alkaloid derived 
from the root of Rauwolfia canescens’. It is 
intended for use ‘in conditions ranging from 
mild anxiety to major mental illness and in 
hypertension’, and to combine ‘the potency of 
the rauwolfias with significantly fewer and milder 
side-effects’. Supplied as grooved tablets in 
bottles of 100. (Abbott Laboratories Ltd., 
3 Wadsworth Road, Perivale, Greenford, 
Middlesex.) 


*ULTRACORTENOL’ crystalline suspension con- 
tains 10 mg. of prednisolone trimethylacetate 
per ml., and is intended for the parenteral treat- 
ment of inflammatory conditions, and ‘may be 
injected in or around joints or into localized 
areas’. Available in 5-ml. vials and in boxes of 
6 x 1-ml. ampoules. (Ciba Laboratories Ltd., 
Horsham, Sussex.) 


PHARMACEUTICAL NOTE 
Truroop Lip. announce the introduction of 
‘minafen’ which is intended for the dietary 
treatment of phenylketonuria. Each 100 g. con- 
tain ‘not more than’ 8.5 mg. of phenylalanine, 
and provide approximately 540 calories, with 
31 g. of fat, 17.5 g. of protein and 48 g. of carbo- 
hydrate. Available in packs of 1 Ib. (450 g.) 
and 3 lb. (1,360 g.) in the form of a powder 
which ‘when whisked with boiling water, pro- 
duces a smooth mixture’. (113 Newington 
Causeway, London, S.E.1.) 


FILM NEWS 
Medical Witness (16 mm., sound; running time 


40 minutes) deals with the presentation of 
medical evidence in court. Although the legal 
procedure shown is that of the United States, 
doctors in this country should learn much 
from it. Available from B.M.A. Film Library, 
B.M.A. House, Tavistock Square, London, 
, foe o 


PERNICIOUS ANAEMIA SURVEY 
‘Tue College of General Practitioners, which is 
mapping the incidence of pernicious anemia in 
the United Kingdom, has issued an appeal to 
all doctors in general practice in the United 
Kingdom to contribute data, so that the survey 
may be a success. The information required is 
simple and covers only four particulars :— 

(1) Number of patients of all ages in the 

practice. 

(2) Number of cases of pernicious anemia at 

present under treatment in the practice. 

(3) Was the diagnosis made locally or else- 

where? 

(4) Nature of practice—whether urban, semi- 

urban or rural. 

Partnerships should be treated as a single 
practice. In a practice where there are many 
visitors, only data about permanent residents is 
required. Nil returns are especially important, 
to prevent an overestimate of the incidence of 
the disease. Comments and inquiries are wel- 
come. Professor L. J. Witts, M.D., F.R.C.P., has 
kindly consented to act as consultant adviser for 
this investigation. It is emphasized that all 
details about practices will be regarded as strictly 
confidential. Information under the four head- 
ings mentioned above should be sent to Dr, E. 
Scott, Suomi, Westwell, Ashford, Kent, who is 
acting as Recorder for the College in this investi- 
gation. No further information is required from 
those who have already written. 


ROYAL MEDICAL BENEVOLENT 
FUND 
THe annual report of the Roval Medical 
Benevolent Fund for the year 1956 shows that 
397 grants were awarded or renewed during the 
year, and that 105 of these were new cases. The 
total charitable expenditure was £38,639, in- 
cluding annuity payments totalling £11,961. 
Under the terms of the Giffen bequest to the 
fund it is hoped during 1957 to purchase a 
suitable house and equip it for indigent doctors. 


NATIONAL FUND FOR 
POLIOMYELITIS RESEARCH 
Tue National Fund for Poliomyelitis Research 
has made a grant of £35,000 to build, equip and 
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staff for a period of three years an experimental 
resettlement unit in the grounds of the Nuffield 
Orthopedic Centre, Oxford. The unit will be 
under the supervision of Professor J. Trueta, 
Nuffield Professor of Orthopedics, and it is 
hoped to provide a service which will help to 
make the severely paralysed patient socially 
independent following discharge from hospital. 
The unit will collect information on the appro- 
priate training as well as on suitable apparatus 
and gadgets for particular types of disability of 
individual patients. The ground has been pro- 
vided by the hospital authorities who will also 
supply the electricitv, gas, water, heating and 
catering. If the unit is successful it is planned to 
continue the work under the authority of the 
Oxford Regional Hospital Board at the end of 
the experimnental period. 


SIR ROBERT PHILIP 
ON July 26, Mr. Walter Elliott, M.p., unveiled 
a tablet erected by the National Association for 
the Prevention of Tuberculosis at 13 Bank 


IN MEMORY OF 


SIR ROBERT W. PHILIP 
45 1939 
IY SICIAN, ‘ 
* PREVENTIVE MEDICINE 
OR OF TUBFR( 
ry OF EDIN 


Street, Edinburgh, the site of the first tubercu- 
losis dispensary in the world, which was founded 
by Sir Robert Philip in 1887. 


FAMILY PLANNING ASSOCIATION 
THE annual report of the Family Planning 
Association for the year 1956 shows that 34 
new clinics have been established, making a 
total of 245, and 310,000 persons have been 
helped during the year. Twelve clinics have been 
newly recognized as training centres for doctors 
and nurses, bringing the total to 41. The 
Association’s pregnancy diagnosis laboratory 








service, which allows a report to be made to the 
patient’s doctor on the morning after the day 
on which the specimen for the test is received, 
carried out 4,239 such tests during the year. 
The total expenditure for the year was £21,803. 


COMING-OF-AGE 

On August 1, a sherry party was held at the 
Royal College of Surgeons of England, to 
celebrate the 21st volume of the Annals of the 
College. As a forum for the publication of the 
more important lectures read before the College, 
the Annals have established an important niche 
for themselves in the hierarchy of medical 
journalism. 


TUBERCULOUS STUDENTS 

THE main point of interest in the 1956-57 Year 
Book of the British Student Tuberculosis 
Foundation is the account of the plans to take 
over Mottingham Hall as a national centre 
designed to take tuberculous students of both 
sexes at all stages of the disease, and within 
easy access of the academic facilities of London. 
This property, which stands in its own grounds, 
is on the Grove Park Hospital estate, and was 
formerly the physician-superintendent’s resi- 
dence. When converted, it will have accommo- 
dation for 34 students, and will supersede the 
Pinewood and High Wood units. The Tor-na- 
dee unit, however, will be retained to provide a 
service for Scottish students. Full details of the 
facilities offered by the Foundation can be 
obtained from The Secretary, British Student 
Tuberculosis Foundation, 59 Gloucester Place, 
Portman Square, London, W.1. 


G.P. ASSISTANTS 

ACCORDING to the Minister of Health, the 
number of doctors acting as assistants to general 
practitioners in England and Wales on July 1, 
1956 (the latest date for which figures are 
available) was 1,546, of whom 649 had been 
assistants for two years or more, 539 with the 
same principal. 


SOVIET MEDICINE 

‘IRON curtains’ are alien to the concept of 
medicine. There will therefore be a ready wel- 
come for the two latest additions to the publica- 
tions of the Excerpta Medica Foundation: 
Abstracts of Soviet Medicine, Part A—Basic 
Medical Sciences, and Abstracts of Soviet Medi- 
cine. Part B—Clinical Medicine. Both these 
publications are to be published quarterly. The 
annual subscription to each is £5 13s., or 
£9 10s. as the combined subscription for both 
parts. The distributors in the United Kingdom 
are E. & S. Livingstone Ltd., 16 and 17 Teviot 
Place, Edinburgh, 2. 
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CALCIUM-PENICILLIN V 


the most efficient 


oral penicillin 


Calcipen—V is the calcium salt of Penicillin V and offers 
the following advantages in oral penicillin therapy : 
rapid onset of action reliable absorption 
sustained blood levels on 4 to 6 hourly dosage 





Tablets of 60 mg. Penicillin V (as calcium salt). Bottles of 20, 100, 500 
Tablets of 120 mg. Penicillin V (as calcium salt). Bottles of 20, 100, $00 


Detailed kterature will be giadly sent om request 
BOOTS PURE DRUG CO. LTD., NOTTINGHAM, ENGLAND 
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no dandruff 


S.. this comb 


In just four to six weeks, SELSUN restores the scalp to a 









clean, healthy condition. Then—without further care 

the patient’s scalp remains free from the scaling, itching 
and burning of seborrhoeic dermatitis for one to four weeks. 
Clinical reports covering more than 400 cases show that 
SELSUN controls 92 to 95% of common dandruff cases, 
81 to 87% of all seborrhoeic dermatitis cases. SELSUN is 
remarkably simple to use. Patients just add it to their 


regular hair-washing routine. It rinses out easily, leaves the 


hair and scalp clean and easy to manage. Obbeott 


Available in 2 and 4 fl. oz. bottles, with directions for use. 


Ss E LS U Ag | (Selenium Sulphide, Abbott) 


ABBOTT LABORATORIES LIMITED - LONDON 





























NOTES AND 


HOLLAND IMPORTS AMERICAN 
VACCINE 
Tue Netherlands are importing sufficient 
American poliomyelitis vaccine to inoculate all 
the 200,000 children born in 1955. The first 
supplies of Dutch-produced vaccine are ex- 
pected to be available in 1959. 


BANTU DERMATOLOGY 

On the basis of his findings in 600 consecutive 
cases of skin disease in Bantus, G. H. Findlay 
(S. Afr. med. F., 1957, 31%, 471) reports that 
certain dermatoses—the infective ‘seborrheic) 
eczemas, pyodermas and scabies—are ‘over- 
whelmingly common in the Bantu and are less 
frequent in the Whites’. On the other hand, 
Europeans show the following conditions far 
more often than the Bantu: lupus erythema- 
tosus, light eruptions, atopic and hand eczema, 
psoriasis, tinea, and sandworm. The following 
conditions are ‘hardly ever seen’ in the Bantu: 
alopecia areata, ano-genital pruritus, rosacea, 
rodent ulcer, and xanthomatosis. Dermatomyo- 
sitis is the commonest collagen disease in 
Bantus. 


VODKA UNLIMITED 

In the first half of this year, 82 million litres 
of 45° proof vodka were drunk in Poland. If 
this rate of consumption is maintained, 1957 
will break all records in Poland, with a con- 
sumption of 160 million litres of vodka, which 
is equivalent to 80 million litres of 100% 
alcohol. The comparable figure for 1954 was 
60,895,000 litres of 100% alcohol. 


ROYAL JELLY 

Roya  jellv, the staple food of the queen bee, 
has taken on a new lease of life as a cure-all— 
for conditions ranging from ingrowing toe-nails 
to carcinoma of the lung. So fantastic have these 
claims become that the Australian Honey Insti- 
tute has decided to collect all the available 
evidence, with a view to trying to decide what, 
if any, therapeutic properties it may possess. 


PUBLICATIONS 
British National Formulary 1957 follows fairly 
closely the style of its predecessors. The major 
change is in the title. To prevent confusion 
with the ‘National Formulary, U.S.A.’, it is 
now known as the ‘British National Formulary’. 
The reactionary element on the joint formulary 
committee has again had the last word, with the 
result that priority is given to archaic Latin 
names of drugs (e.g. “Tab. Prednisolon.’!) and 
it is difficult to understand the rationale under- 
lying the use of the metric system. In spite of 
these defects, however, the new edition will 
continue to be one of the most useful works of 
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reference for the prescribing practitioner—and 
rightly so. (The Pharmaceutical Press, price 
6s. 6d. An interleaved edition is available 
for 10s.) 


Blood and Bone Marrow Patterns, by G. D. 
Talbott, m.p., Elmer R. Hunsicker, B.s., and 
Jonah Li, M.p., is an atlas containing about 130 
photomicrographs in colour, which are grouped 
five or six to a page with appropriate legends 
opposite. Apart from these legends there is no 
text. The first 30 pictures are of normal blood 
cells at high magnifications, and these are very 
good. The remaining photographs are lower 
power views of blood films or bone marrow 
smears from various pathological conditions. 
These include the anemias and leukemias and 
miscellaneous conditions such as multiple 
myeloma, essential thrombocytopenic purpura, 
polycythemia vera, and lupus erythematosus. 
Not all these lower powered pictures are satis- 
factory. The bone marrow smear of pernicious 
anzmia, for example, does not show the megalo- 
blasts at all clearly and would be misleading to 
a beginner. On the whole, however, this atlas 
compares favourably with most of its com- 
petitors, but it is difficult to think of any 
particular class of reader, or ‘viewer’, in this 
country at any rate, to whom its purchase can 
be strongly recommended. (Grune & Stratton 
Inc., price $12.) 


Selected Papers from the Institute of Cancer 
Research: Royal Cancer Hospital, Vol. 9, 1954, 
will be an essential addition to any scientific 
library. Most of the contributions are beyond 
the comprehension of the average clinical 
reader, but the lecture on chemotherapy of 
cancer by E. Boyland on page 376 can be 
recommended as giving a full and factual 
account of the present stage of our knowledge 
on this important subject. 


Expectant Motherhood, by Nicholson J. East- 
man, M.D., in its third edition, gives the most 
sane, sensible, and balanced approach to its 
subject and is the best of its kind known to the 
reviewer. It combines the necessary technical 
details which should be understood by the 
pregnant woman with a very practical account 
of the management of pregnancy. An instance 
of the essentially common-sense attitude is 
shown in the advice given on how to telephone 
one’s obstetrician. In general the book has been 
brought up to date since the appearance of the 
second edition ten years ago. In view of the 
present worry caused to many mothers when 
an x-ray examination is proposed it is a pity 
room has not been found for a reference to this 
subject. (Little, Brown & Co., price $1.75.) 
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Patients and Doctors, by Kenneth Walker, M.B., 
F.R.C.S.—The sub-title of this book is “The Lay- 
man’s Guide to Doctors and Doctoring’, and in 
it Mr. Kenneth Walker has endeavoured to 
explain the nature of diseases in general and the 
principles of medical treatment. He has covered 
an enormous amount of ground as his chapter 
headings show, “The Age-long Search for 
Drugs’, ‘Organic Life’, ‘Medical Usages and 
Behaviour’ and so on, and it is all very well 
done; but the suggestion that a new kind of lay 
worker is required at all our larger hospitals, to 
act as liaison officer between the patient and his 
relatives on the one hand and the medical staff 
on the other, and to whom all medical inquiries 
should be addressed, is unlikely to cure a 
notorious hospital failing. (Penguin Books, 
price 3s. 6d.) 


Th. Biology of Ageing, edited by W. B. Yapp 
and G. H. Bourne, consists of the papers read 
at the symposium on ageing held at University 
College, London, last September. It deals pre- 
dominantly with the problem in human beings, 
but there are interesting chapters on ageing in 
bacteria, ageing in higher plants, and ageing in 
animais. It is a book which contains an immense 
amount of up-to-date information which will 
be appreciated by all thoughtful doctors. Not 
the least of its merits is that it can be provocative 
as well as informative. (Institute of Biology, 
price 25s.) 


Emergencies in General Practice consists of 57 
articles originally published in the British 
Medical Journal, and brought up to date by 
the authors early this year. It provides a com- 
prehensive and practical review of most of the 
emergencies likely to be encountered by the 
general practitioner. (British Medical Associa- 
tion, price 255.) 


Spastics in Cheyne Walk, edited and compiled 
by Joan Saunders and Marjorie Napier, de- 
scribes the development of the Centre for 
Spastic Children, Cheyne Walk, Chelsea, and 
relates how it arose from the Old Cheyne Hos- 
pital. After an account of the many difficulties 
overcome, we read of the detailed layout, 
staffing and methods in use. Next follows a 
discussion on the problem of cerebral palsy, 
and the final half of the book is devoted to 
reports by the individual members of the staff. 
An appendix gives the names of cerebral palsy 
schools and units in the United Kingdom. 
The feeling conveyed by this book is one of 
enthusiasm both by the devoted staff and the 
private individuals who by voluntary effort did 
so much to enable this project to be started 
within the framework of the Health Service. 
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The accomplishments of a bare eighteen months 
of working appear most encouraging and pro- 
vide some answer to those who doubt the 
wisdom of spending so much time and money 
on these handicapped children. Those who 
may be contemplating similar centres will learn 
a great deal from these pages. (Pitman Medical 
Publishing Co. Ltd., price 20s.) 


OFFICIAL NOTICE 

Diphtheria and Whooping-Cough Immunization 
(Circular 8/57).—Supplies of diphtheria pro- 
phylactic provided by the Minister of Health 
through the public health laboratory service to 
local authorities for use in their immunizing 
arrangements, and for supply to general prac- 
titioners, will now consist of formol diphtheria 
toxoid (FT) and diphtheria toxoid antitoxin 
floccules (TAF). It is suggested that the primary 
course of immunization should consist of two 
injections, each of 1 ml. of FT at a minimum 
interval of 28 days, and a single dose of 1 ml. 
should be used for reinforcing doses. TAF is 
recommended in a 1-ml. dose for the reinforcing 
dose in children over five years of age who have 
been primarily immunized with APT, PTAP, 
or combined diphtheria-pertussis vaccine and 
who may in consequence be unduly sensitive 
to FT. The Minister is now satisfied that an 
effective plain pertussis vaccine can be pro- 
duced, and he urges all local authorities to offer 
vaccination against whooping-cough. 


OFFICIAL PUBLICATIONS 

Report of the Joint Sub-Committee on Welfare 
Foods.—In this report, the joint sub-committee 
of the standing medical advisory committees of 
the central and Scottish health services councils 
recommends that there is no need to provide 
welfare orange juice for children over two 
because scurvy is practically non-existent after 
this age. Two of the 14 members of the sub- 
committee dissent from this decision. It is 
recommended that national cod-liver oil should 
continue to be provided up to the age of five 
years, but that the level of vitamin D in this, 
as well as in national dried milk and infant 
cereals, be reduced. It is also recommended that 
welfare orange juice and vitamin A and D 
tablets should continue to be supplied to 
expectant and nursing mothers. (H.M. Station- 
ery Office, price 2s.) 


The Rehabilitation of Amputees contains the 
general principles drawn up by a sub-committee 
of the Western European Union appointed 
(under the chairmanship of Dr. R. Langdale 
Kelham) to study various aspects of the re- 
habilitation of amputees. (H.M. 
Office, price 2s. 6d.) 
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the place of Miltowr 


MEPROBAMATI 


in rheumatic diseases 


CZ 


The value of Mivrown in the relief of common 





rheumatic diseases is becoming more evident as results 
of clinical work are published. Satisfactory relief of 
muscle stiffness and pain has been observed in a high 
proportion of patients with various rheumatic con- 


ditions with a predominance of fibrositic symptoms. 


Impressive results have also been achieved in rheuma- 
toid spondylitis, cervical root syndrome and mild 
rheumatoid arthritis. The promptness of relief follow- 
ing Miirown in these conditions has been particu- 
larly notable. Mirrown is effective orally—typical 
dosage in rheumatic conditions being one tablet 


400 mg.) three or four times daily. 


VMILTOWN is presented in tablets of 400 mg. Bottles of 50 


and 500 


*TRADE MARK OF CARTER PRODUCTS INC, 
LEDERLE LABORATORIES DIVISION 


’ 
(yanamid OF GREAT BRITAIN LTD, Londen. WC2 
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Inability to take aspirin... 


IT WAS RECENTLY reported (Brit. med. F., 1: 444, 1957) 
that of 178 rheumatic patients, 25% could not take plain 
aspirin in adequate dosage. 

Of this 25%, however, the great majority tolerated a 
modified aspirin such as Paynocil. 

Not only are Paynocil tablets usually well tolerated by 
the stomach (even on the heavy dosage needed for 
rheumatoid arthritis), but they are extremely palatable, 
disintegrate instantly on the tongue without water, and 
cause no discomfort or unpleasant after-sensation. 


...indicates | PAYN OCIL 





non-irritant, palatable, 
quick-dispersing aspirin 


FOR ADULTS * FOR CHILDREN 

7 
PAYNOCIL , Junior PAYNOCIL 
EACH TABLET CONTAINS . EACH TABLET CONTAINS 
Acetylsalicylic acid.......... 10 grains Acetylsalicylic acid.......... 24 grains 
Amminoacetic acid .....06000s0% sgrains ° Aminoacetic acid ........... 1} grains 


PACKAGES in sealed foil strips: PACKAGES in sealed foil strips : 











Cartons of 18. * Cartons of 20. 
Dispensing packs - * Dispensing packs 
of 240: basic e of 240: basic 
N.H.S. cost e N.H.S. cost 


(tax free) 21/8d. (tax free) 12]-. 





Detailed r dati: for dosage in rheumatoid arthritis 


will be gladly supplied on request 601 /65(68)/1 


CC. L. BENCARD LTD. PARK ROYAL, LONDON, N.W.10 
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fifty Bears Ago 


‘One who professes the maxim of King Alphonso of Castille—old wood to burn—old books to read 


—old wine to drink—and old friends . . 


. to converse with.’ 


—Sir Walter Scott: The Antiquary, Ch. 6. 


SEPTEMBER 1907 


‘Notes by the Way’ begin by recording the 
death on July 10 of Sir William Broadbent, 
K.C.V.O., Physician in Ordinary to King 
Edward VII and to the Prince of Wales, and 
formerly Physician Extraordinary to Queen 
Victoria. ‘As a teacher and consultant, he was 
distinguished for the extreme care with which 





Louis Bathe Rawling, F.R.C.S. (1871-1940) 


he investigated every case submitted to him, 
and he never allowed the most minute detail to 
escape his notice. Diseases of the nervous 
system claimed his careful attention, and his 
Lumleian Lectures on Structural Diseases of 
the Heart established his reputation as an 
authority on heart disease, and, in later years, 
his interest in the movement for the prevention 
of tuberculosis, and the establishment of sana- 
toria for consumptive patients contributed 
largely to its success. All good and philanthropic 
work enlisted his deepest sympathy and active 
co-operation, and his liberality was both un- 
ostentatious and widespread. His contributions 
to medical literature were numerous and 
valuable.’ 


Under the heading ‘Storage of Water’ the 
Editor writes: ‘It is universally admitted that 
most wines and spirits improve in value and in 
quality by being kept, and we have it on the 
highest authority that “‘the old is better’. Now 
there is also impressed upon us the fact that, 
from a hygienic point of view, water is rendered 
more wholesome by being stored in reservoirs. 
In his recent report to the Metropolitan Water 
Board, Dr. Houston stated that there was a 
consensus of opinion among bacteriologists that 
pathogenic microbes did not multiply in storage 
reservoirs, but gradually lost their vitality. 
There was a divided opinion as to how long a 
time was sufficient to effect their destruction, 
but the essential point was that each day’s 
storage made for safety, and that a period was 
reached when all the pathogenic bacteria had 
perished, and that filtration alone was necessary 
to improve the chemical and physical qualities 
of the water. . . . As it is the practice, in many 
country districts, for the inhabitants to draw 
their household supply of water from the 
nearest running stream, the importance of 
storing and filtering such water should be 
widely known.’ 

The first of the ‘Original Communications’, 
‘Notes on the Removal of Thyroid Tumours’, 
is by Arthur E. Barker, F.R.C.S,, Professor of 
Surgery at University College Hospital Medical 
School. G. Walter Carr, M.D., F.R.C.P., 
Physician to the Royal Free Hospital and to the 
Victoria Hospital for Children, Chelsea, dis- 
cusses “The Diagnosis of Chronic Valvular 
Disease of the Heart.’ 

Louis B. Rawling, M.B., F.R.C.S., Assistant 
Surgeon, St. Bartholomew’s Hospital, takes as 
his subject ‘Displacement of the Internal Semi- 
lunar Cartilage of the Knee-joint’: ‘It can be 
stated at once that all attempts at sewing down 
the detached cartilage (in recurrent cases) are 
doomed to failure, that it is necessary to remove 
the affected portion only, and that the removal 
in no way interferes with the future utility of 
the joint. . . . The results obtained by operation 
are excellent, and it is quite exceptional for the 
patient to be anything but completely satisfied 
with the strength and general utility of the 
limb.’ 

Louis Bathe Rawling was elected assistant 
surgeon to D’Arcy Power at St. Bartholomew’s 
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Hospital in 1904, full surgeon in 1919, and con- 
sulting surgeon in 1932. A careful and gentle 
surgeon and an excellent teacher at the bedside, 
he was affectionately known as ‘Jumpy’ from 
his mannerism of fingering the lapels of his 
coat. His ‘Landmarks and Surface Markings of 
the Human Body’, familiar to every medical 
student, was first published in 1904. An eighth 
(posthumous) edition appeared in 1940. 

J. Blumfeld, M.D., Senior Anesthetist, St. 
George’s Hospital, deals with ‘Some Recent 
Contributions to the Study of Anzsthetics’, and 
G. A. H. Barton, M.D., Anzsthetist to the 
N.W. London Hospital, describes ‘C.E.-Ethy] 
Chloride—Chloroform Sequence.’ 

The anonymous series ‘Leaders in Modern 
Medicine’ continues with James Paget who, 
‘though one of the acknowledged leaders of the 
medical profession in this country, never held 
the same position as a surgeon that William 
Jenner held as a physician. He was learned in 
the lore of his craft, and he was pre-eminent as 
a teacher, and he would have been an ideal 
physician, but he was not what our forefathers 
would have called a “‘ tall fellow of his hands’’. 
He had not the dash and brilliancy of touch that 
go to make a great operator. . . . His signal 
merit is that he was a pioneer of surgical 
pathology in this country, and his right place 
was the professorial chair rather than the 
operating theatre. He was honoured by the 
whole of his profession for his steadfastness in 
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well doing, and the spotless 
character.’ 

According to ‘Notes from Foreign Journals’, 
Amat recommends the inhalation of ethyl iodide 
vapour at the beginning of the coughing fits in 
whooping-cough. “These decrease from 35 to 6 
in the day, and become much less violent.’ 
G. Keins ‘calls attention to the value of sugar 
in increasing the energy of the uterine contrac- 
tions in labour. He is in the habit of ordering 
25 grammes (about five lumps) in a quarter of 
a glassful of water.’ 

Leonard Guthrie’s ‘Functional Nervous Dis- 
orders in Childhood’ is reviewed in most 
laudatory terms: ‘We have read no book upon 
this subject which can compare with Dr. 
Guthrie’s work for charm of literary style, and 
comprehensiveness of survey. This book is so 
fascinating that one must needs choose some 
time of leisure for its perusal, for, when once 
opened, it is not easily laid aside.’ 

‘Preparations, Inventions, etc.’ mention 
‘**Tabloid’’ Slippery Elm’ (Messrs. Burroughs 
Wellcome & Co.): “The mucilage of slippery 
elm is well known and largely used as a de- 
mulcent and sedative astringent. Alone, or 
combined with phenol, it is employed locally in 
pharyngitis and other throat affections, and, 
internally, in diarrhoea and dysentery. The 
““Tabloid’’ Slippery Elm is a very convenient 
and trustworthy means of administration.’ 


W. R. B. 


ntegrity of his 
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ANTISPASMODIC - ANALGESIC 
VASO-DILATOR + SEDATIVE 


containing 
Aminophylline, Papaverine Hcl., 
Phenobarbitone, 


Amidopyrine 


Indicated in Angina Pectoris, Aortic Pain, Palpitation 
Insufficiency of the left ventricle, Dyspnoea 


Packings—Tube of 30 tablets 
Dispensing Packs—250 and 500 tablets 


BENGUE Se co. LTD. Manufacturing Chemist 
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“I cannot remember having driven a car 
which combines so many admirable features. 
It is as ideally suited to heavy town traffic 
conditions as it is to highway cruising, 

and its remarkable acceleration makes it 
one of the safest cars to drive . . . Racing 
experience has gone into the make-up 





the superlative 


new Jaguar 












of the ‘3.4’, the road-holding of which is 
beyond criticism. There is no disconcerting 
pitching, no wavering nor shimmying, and a 
lightness of steering which makes for com- 
pletely effortless motoring. . . . Economy and 
high-performance do not always go together, but 
the 3.4 litre Jaguar is extremely light on fuel.” 
Gregor Grant ‘avTosPpoRT’ 


JAGUAR 


JAGUAR CARS LTD - COVENTRY 


London Showrooms: 88 PICCADILLY «- W.!1 
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DUNLOP TUBELESS 
4) The tyre chosen by the 
majority of British car 
manufacturers to give you 
more confident motorin?. 





with Science, Accuracy 
and Experience 


More miles; extra toughness; longer life and complete 





reliability — that’s what they build into tyres at Fort 


Atoms for accuracy. 

Atomic radiation operates this 
: Ss in Beta Ray Gauge, which main- 
production line are all experts because tyre building tains a continuous check on 
rubber thickness and reveals the 
smallest deviation from speci- 
fication. The thickness covering 
pa . each layer of cord must be 
building at Fort Dunlop than anywhere else in the world. absolutely uniform and accurate 
within minute tolerances to 
produce true durability. 


Dunlop. The scientists, the engineers and the men on the 


is an expert’s business, and they know more about tyre 


built better 
to last longer ! | 
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MOTORING NOTES 


Economical Motoring 
= 
By ROBERT NEIL 


I wouLD always recommend anyone whose car 
has to be used for business, or professional, 
purposes—with the implications that the car 
should be available at any moment night and 
day—to purchase a new car whenever possible, 
in preference to becoming involved in the many 
complications of purchasing a second-hand car, 
but there are no doubt circumstances in which 
the potential buyer’s decisions are forced on him 
by financial considerations. Replying to requests 
for advice about buying a second-hand car is 
remarkably difficult, as the only advice which 
can be guaranteed to be correct is for the buyer 
to deal only with firms known very well to the 
adviser, and this is clearly impossible in some 
cases. 


SECOND-HAND CARS 

The best source for obtaining a second-hand 
car is from a friend, so as to be aware 
of how it has been driven, and whether it has 
been well maintained. Probably the next best 
way is by giving one’s local garage a clear picture 
of what type of car is required, and an exact 
idea of how much can be spent. It should be 
made clear to the garage that looking after the 
car will be their responsibility. If, by chance, 
there is no garage sufficiently well known and 
trustworthy in one’s immediate area, the advice 
of motoring friends should be taken to find a 
suitable firm. If, for one reason or another, all 
these suggestions are unworkable, so that one 
is forced to use a garage, or car dealer, of which 
nothing is known I would suggest most strongly 
that no car should be bought without first 
having it examined by an engineer of either the 
Automobile Association, or the Royal Auto- 
mobile Club. 

If buying a used car from either a private 
motorist, or a car dealer, whose integrity is not 
already assured by one of the safeguards I have 
described above, there are a few precautions 
which can be taken and which might have the 
effect of reducing the risk slightly. It should be 
realized first of all that almost nothing obvious 
in the appearance of a car can be taken as a 
useful guide to its condition. Similarly, almost 
anything the seller draws attention to should be 
regarded as a diversion from something much 
more important—at least to the buyer. If at 
first glance the external condition of the body- 
work appears good one should ignore this and 
look deeper for signs that perhaps the car as a 


whole has not been maintained as the appear- 
ance would suggest. 

Door hinges should be examined carefully for 
signs of rust, but, even more important, for a 
sign that the appearance of the body is only a 
temporary selling trick. Tyres gleaming with 
tyre paint, or black lead, should be ignored, and 
the inner side of the tyres examined for cuts, 
or other serious damage. Rugs on the floor 
which are obviously different from those nor 
mally fitted to the car in question might suggest 
that the advertised mileage is false; it can be 
assumed that the original carpets would have 
lasted for at least 30,000 miles. Should the car 
be fitted with loose covers over the seats it is 
worth while to remove these and note the con- 
dition of the actual upholstery. 

Checking the actual mechanical condition of 
a used car is more difficult, although there are 
certain points which can be assessed by an ex- 
perienced driver, but for this to be done it is 
essential that the prospective purchaser drive 
the car himself. Not all sellers of cars will 
allow this—owing, one presumes, to certain 
insurance difficulties—but to obtain anything 
like an accurate impression of the car, more 
than a demonstration run by the seller, who 
will be well accustomed to concealing the car’s 
faults, is necessary. On starting the engine it 
should be allowed to tick over for a few minutes 
as slowly as possible, after which the throttle 
should be fully opened as suddenly as possible. 
A noticeable cloud of blue oil smoke from the 
exhaust should cause the engine’s condition to 
be viewed with suspicion. If, when the throttle 
is suddenly opened from a tick over, there are 
any rattles on the change of load this will indi- 
cate internal trouble. When driving the car on 
the road the opportunity should be taken ‘of 
checking the condition of the transmission by 
alternately opening the throttle hard and shut- 
ting off; this will cause sudden reversals of the 
load on the transmission, and excessive wear 
will be noticeable by jerkiness as the load is 
taken up. 

Without real experience in buying used cars 
it is, I am afraid, impossible for the motorist 
to be certain that his assessment of a car is 
correct, and it is for this reason that I would 
urge any reader thinking of obtaining such a 
car to obtain the help of a fully qualified en- 
gineer. Assuming, however, that the buyer has 
reasonable experience of driving cars in at least 
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average condition it should be possible to notice 
any feature of the car, or its behaviour, which is 
below par. It is at this stage that the difficulty 
arises. One can either accept the explanation of 
the seller, or reject the car out of hand. 

During the actual road test much can be dis- 
covered of the car’s condition, without special- 
ized knowledge. If pronounced movements of 
the steering wheel are required to keep the car 
on a straight course, or if there should be a ten- 
dency for the car to dive round corners, either 
the steering or the hydraulic dampers should be 
suspect. The condition of the latter can be 
checked by taking a hump-backed bridge fast; 
if the car continues pitching after the bump has 
been passed this would indicate failure of the 
rear dampers. If when trying the brakes, by 
applying them hard from about 30 m.p.h., there 
is any tendency for the car to snake, this would 
indicate that the brakes are either badly out of 
adjustment, or impossible to adjust correctly 
owing to worn-out linings. 


SPARKING PLUGS 
There are, it would appear, many motorists who 
are guilty of false economy in dealing with 
some of the components on their car. Two 
items in particular which occur to me are 
sparking plugs and oil filters. In the case of 
sparking plugs many motorists seem to have the 
impression that these will last for the life of the 
car, but this is far from the truth. Even the best 
sparking plugs should be cleaned and adjusted 
at least every 5000 miles, and at twice that 
mileage they should be changed for a new set. 
This may seem wasteful, as the motorist will 
probably not have noticed any fall in the per- 
formance of his car. This, however, is because 
the process of deterioration is so gradual that 
the driver may not notice it, but the deteriora- 
tion is nonetheless very real, and if this point 
is neglected both performance and fuel con- 
sumption will suffer. After changing to a new 
set the improvement will certainly be noticed 
at once. 

When it is remembered that the manufac- 
turers have taken the trouble to fit an oil filter, 
in an effort to preserve the purity of the lubri- 
cant, it must be senseless to leave the replaceable 
element of the filter in place for so long that it 
becomes hopelessly clogged, and to all intents 
and purposes useless. The way in which some 
motorists neglect this point is probably due to 
failure to study, and act on, the manufacturers’ 
instruction book. 


THE AUSTIN A35 
The heavy purchase tax charged on any car 
sold in the United Kingdom tends to blind one 
to the amazing value offered in the modern 
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small car. I have just been reminded of this 
after some experience with the latest Austin A35, 
which can be regarded as the logical successor 
to the wonderful old Austin 7. Without pur- 
chase tax the A35 sells at £368 155., and in spite 
of whatever the experts might say, my own 





The new 9s0 cc. O.H.V. Austin A35 


troubles suggest that this is equivalent to little 
more than £100 pre-war. When it is remembered 
how little was offered for that sum before 1940 
the advance made in small cars is more obvious. 
The A35 gives a performance of just over 70 
m.p-.h., allied to a fuel consumption figure 
under the hardest driving conditions—of over 
40 m.p.g. Outstanding as these figures are, the 
most important aspect of this excellent repre- 
sentative of the small economy car is the manner 
in which its performance is delivered. It can 
now be said, without fear of contradiction, that 
any pre-war car selling at around {£100 was a 
car that was cheap in every sense. That cannot 
be said of its present equivalent. Under the 
headings of road holding, cornering, braking, 
safety, comfort, and appearance it is superior. 
One of the features of the good economy car, 
and one in which in some cases it is superior 
to cars of greater capacity and price, is its 
ability to cruise at high speeds for almost as long 
as the driver wishes, and in my experience 
without any danger of sacrificing reliability. 
With such a small engine (the capacity is only 
948 c.c.) there is naturally some difference be- 
tween the sound level at town speeds and at 
maximum speed on the open road, but at no 
time is the impression given that the engine is 
being overstrained. This is a benefit to fast 
drivers, as the high speed at which they are 
driving is not made obvious to nervous pas- 
sengers. Contributing towards the pleasure of 
using the A35 are the well-placed central gear 
lever, individual bucket seats, ample room 
around the pedal controls, good vision, an 
efficient car heater, and good luggage space. 
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in nervous tension and anxiety neuroses 


To RESTORE tone and tranquillity in the emotionally disturbed and overwrought 
patient is one of the most valuable functions of * Mepavion’, the tranquillising drug 
made by I.C.I. * Mepavion’ is distinguished by its ability to promote equanimity 
and to relax muscle spasm. It has proved highly effective in the treatment of anxiety 
neuroses, states of tension and stress and a variety of 
neurological disorders. 

Safety in use is a further characteristic: ‘Mepavion’ 
has no action on the autonomic nervous system, its 
toxicity is low. and side effects following its use are rare. 

*‘Mepavion’ is available in tablets of 400 mg., in 
packings of 30 and 250. 


‘MEPAVLON’ (meprobamate |.C.1.) 





IMPERIAL CHEMICAL INDUSTRIES LIMITED Pharmaceuticals Division Wilmslow Cheshire 


Ph.737 
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From 

menarche ? 
to 4 
menopause 


Menstruation, particularly if 
profuse, may bring the patient 
to the borderline of anaemia. 
Where supplementary iron is 
indicated, Fergon presents it in a 
form which is extremely well 

/ tolerated and readily absorbed. 
Basic N.H.S. cost of one week’s 


treatment: 7d. to 1/24d. 
Tablets, gr. 5, in bottles of 100 and 1,000 


Trade mark 
Crystalline ferrous gluconate 


BAYER PRODUCTS LIMITED 


Neville House, Kingston-on-Thames, Surrey 


Associated exporting company: 
WINTHROP PRODUCTS LIMITED 











TRAVEL NOTES 


Autumn Holidays Near and Far 
By PENELOPE ‘TURING 


Ir is a trite observation that an autumn holiday 
shortens the winter, but nonetheless there is a 
good deal of truth in it. Personally I always try 
to get away for a week or two in October, even 
if only to the south coast of England. Autumn 
weather is so often more reliable than the 
spring, and there is nearly always a short spell 
when the year seems to hold its breath, and 
leave us with a memory of golden peace. 


THE RHINELAND 

For a foreign holiday at this time of year the 
Rhineland is one of the most delightful places. 
I have a great affection for the Rhine valley in 
all its moods, but it is sometimes humid during 
the summer months. In September and early 
October the weather is usually fine and sunny, 
and the warmth lingers in the shelter of the 
valley. There are other advantages too: the 
main tourist traffic is over, but the grape harvest 
is in full swing, and nearly every village in the 
wine-growing districts has its own little vintage 
festival. ‘There are processions and feastings, 
and one drinks potent, cloudy federweisser—the 
young wine of the previous year’s vintage. 

It is very important to choose the right centre 
for a Rhine holiday. I was bitterly disappointed 
by my first glimpse of the river near Cologne. 
Here the valley is wide and its embracing hills 
have flattened out into a distant characterless 
line. Above Bonn it improves: one comes to the 
towering Drachenfels on the right bank, tradi- 
tional home of Siegfried’s dragon, and some 
charming little towns like Linz with gabled 





Fic. 1.—Castle Katz with St. Goar and St. Goarshausen, 
Middle Rhine. 








Valletta. 


; rer Barracca, V 
(Photograph by courtesy of British European Airways.) 


Fic. 2.—Grand Harbour, Lower 


houses and narrow, cobbled streets. But the 
really spectacular part is above this again, from 
Coblenz up to Mainz. In the heart of this 
reach is the true Rhine gorge where river, roads 
and railway twist and turn between precipitous 
cliffs faced with vineyards. On the hilltops are 
small, grim castles, and villages cling to the 
river bank below. Boppard is on this part of the 
river and has its wine festival from September 
24 to 26; so are St. Goar and St. Goarshausen 
(fig. 1), which have a joint festival called “The 
Rhine Aflame’ on September 21. 

If you prefer a larger centre in which to stay, 
Coblenz is as good as any. The Moselle joins 
the main river there, and you have the best of 
both valleys with their towns and vineyards. 
The Rhine steamers which travel up and down 
the river between Cologne and Mainz continue 
until October 21. 

MALTA 
Last October some doctor friends of mine, 
seeking more assured sunshine than one can 
expect in the middle of Europe, flew to Malta 
(fig. 2), and had a most successful holiday. 
They found the much advertised claims of 
cloudless skies and long hours of sunshine well 
founded, the hotels good, and the island full of 
interest. There was only one serious drawback: 
there is apparently some saline infiltration of the 
water supplies which makes water, tea and 
coffee unpalatable, and also has a levelling effect 
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on most cooked foods. Large-scale water 
schemes are in hand, however, to remedy this. 
As a sterling area, it also has the advantage of 
making no demands on one’s foreign currency 
allowance so that, time and money permitting, 
it is possible to have an additional holiday in 
Malta when the £100 foreign allowance is spent. 

The island is little more than a rock, two- 
thirds the size of the Isle of Wight, set in the 
blue seas south of Sicily. As such it has been 
a strategic point through all the history of the 
Mediterranean. Temples and relics of the Stone 
and Bronze Ages still remain. Phoenician, Greek 
and Roman left their mark upon the island long 
before St. Paul was shipwrecked there; later 
came the famous days of the Knights of Malta, 
the brief dominion of Napoleon, and perhaps 
greatest of all, Malta’s unquenchable courage 
under the bombing of the last war. 

In contrast to the ancient buildings are 
modern blocks of flats which have risen over 
the bomb scars. Precedence has been given to 
housing and the repair of churches, for the 
people are devout Roman Catholics. Unlike the 
southern Italians, however, they are quiet and 
unemotional, gravely courteous, but genuinely 
anxious to welcome the English visitor. There 
are few sandy bays, for much of the rocky coast- 
line falls sheer to the sea, but there are endless 
opportunities for picnicking and exploring, as 
well as the more sophisticated attractions of 
horse and yacht racing. 


THE DOMINICAN REPUBLIC 

Now that the travel allowance has been extended 
to dollar areas the New World is again within 
the realms of possibility for the holiday traveller. 
This, of course, includes many other countries 
besides the United States and Canada, and a 
particularly interesting one seems to be the 
little Dominican Republic, which, with French- 
speaking Haiti, forms one of the larger islands 
in the central Caribbean. I have not yet been 
there myself, though I hope to visit it later. 

What is now the Dominican Republic (not 
to be confused with the island of Dominica in the 
British West Indies, just to the south-east) has 
all the holiday attractions of a subtropical 
climate overlaid with the romantic grace of 
Spain. Its capital, Ciudad Trujillo—formerly 
Santo Domingo—was founded by Christopher 
Columbus’ brother Bartholomew, in 1496. It 
is the oldest city, and possesses the first 
cathedral, convent and hospital built in the 
New World, and one of the main events in 
October this year will be the reopening of the 
restored Columbus Palace. This is an ideal 
country for all water sports: swimming, water 
ski-ing, deep-sea and under-water fishing, as 
well as tennis, polo, horse racing and every kind 
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of outdoor amusement in a land of flowers and 
sea and sunshine. 

‘The most expensive part of such a holiday is 
naturally the journey either by air or sea, details 
of which are given below, but on the island 
costs seem to be much the same as, for example, 
those in Italy. Hotel prices range from about 
£1 15s. to £3 10s. a day for full board (fig. 3), 





though several luxury hotels in Ciudad Trujillo 
charge £8 a day, and are therefore beyond the 
range of the £100 allowance except for a very 
short stay. The rate of exchange is the same as 
the U.S. dollar: 2.80 to the £. 

The present Ambassador to Great Britain, 
Dr. L. F. Thomen, is himself a doctor of medi- 
cine and a former Minister of Health, and 
members of the profession are especially wel- 
come in the Republic which is proud of its 
forty new hospitals, and the health centres and 
clinics which have recently been opened in 
country districts. There is even a street in the 
capital named after Sir Alexander Fleming. 
How many doctors want to look at hospitals 
and clinics while they are on holiday I do not 
know. I suspect the number is small, but there 
are quite obviously plenty of very different 
attractions on this island which was for cen- 
turies a gateway of history and adventure. For 
me, now that the English winter is in view, the 
chief of them all is an average annual tempera- 
ture of 77° F. with seasonal variations of only 
5° to 8°. 





From London to Coblenz the boat and train journey 
via Dover-Ostend takes about 13} hours, and return fares 
are {16 1s. 1st class; £11 7s. 2nd class. By air to Cologne 
the flight takes 1} hours; return fares £21 9s. or £17 16s. 
by Night Tourist flight. 

Passenger boat services to Malta are somewhat irregular, 
but travel agents can supply details. It is possible to travel 
overland to Naples and thence by boat, but the simplest 
route is by air, via Naples or Rome. This takes 7} hours 
and return fares are £52 12s. by day; £42 Night Tourist. 

The sea voyage to the Dominican Republic takes three 
weeks, and one-way fares are £128 1st class, £93 2nd class, 
or £105 on a cargo boat. By air the most direct route is 
via Miami and the return fare is £264. 























ANNOUNCEMENTS A 89 


Save time on urine tests with... 


GLINITEST and AGETEST 


Reagent Tablets 
for the detection of Glycosuria 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in 1 minute! 


Specialists, General Practitioners,Clinics and 
Hospitals in ail parts of the country have 
used and prescribed ‘Clinitest’ Reagent 
Tablets since 1947. Many valuable hours 
have been saved. Now after intensive re- 
search work and clinical trials the makers of 
*Clinitest’ Reagent Tablets have produced 
*Acetest’ Reagent Tablets for the detection 
of Ketonuria. With ‘ Clinitest ’ and ‘Acetest’ 
Reagent Tablets, reliable routine sugar and 





CLINITEST 


No external heating - No measuring of reagents 
a by the Oa ate ay Advisory Commit- 


of the Dia Association. The 


‘Clinitest” set, refills and accessories are all 
available under the N.H.S. on Form E.C.10. 
Tariff Prices: Set 6/8 complete. 
tablets 2/4.) 


(Basic Drug 
Refill bottles of 


CLINITEST 
HOSPITAL EQUIPMENT 
An invaluable time-saver in wards 


and clinics. Write for details and 
hospital prices. 





aeetone tests can be carried out simultane- 
ously in one minute! 


2 The advantages of 
ACETEST 


Reagent Tablets 
Quick and reliable, a single tablet provides all 
the reagents to perform a test. Low cost 
permits this tablet test to be used as a screening 
procedure or as a routine for diabetic patients, 
No danger of false positives with normal urine, 
No caustic reagents. 
TO PERFORM A TEST: 


1 Put 1 drop of urine on tablet. 
2 Take at 30 seconds. 
colour 









ied in bottles 100 
a with colour pA, 

*Acetest’ Reagent Tablets 
(diagnostic nitroprusside tabs.) 
are also available under the 
N. H 5. on Form EC, 10. 


per bottle of 100 tablets 
(with colour scale). 


REFERENCES 


(1954) ‘Clinical Tests for Ketonuria’ 
‘Lancet’ April 17th, pp. 801/804 


(1954) = Illustrated” 
May, p. 289 
(1954) ‘Practical Clateal 
Hetnemann, “ 74 
sq ae ‘Clinical Teuts for Ketonuria 
Lancet ay i ad p. 95 


ee es es se ee ee rey | 


AMES COMPANY (Lonpon) LTD 


| 
| 
| 
| 
| 
| 
| 
! 
! 
| 
| 
| ided. 
| 3 Record results as negative, 
| 
| 
| 
| 
! 
| 
| 
| 
| 
| 
! 
! 


aunknintssameshitabin eis alata Cian senda en, i CRE alls he taki ile tei eeu dttmsicinigitiadl 


NUFFIELD HOUSE, PICCADILLY, LONDON, W.I. 
Telephone: REGent 5321 








cooked foods Large-scale 


chemes are in hand, however, to remedy this. 


on Host 


\s a sterling area, it also has the advantage of 
making no demands on one’s foreign currency 
allowance so that, time and money permitting, 
it is possible to have an additional holiday in 
Malta when the £100 foreign allowance ts spent 

The island is little more than a rock, two- 
thirds the size of the Isle of Wight, set in the 
blue seas south of Sicily. As such it has been 
a strategic point through all the history of the 
Mediterranean. ‘Temples and relics of the Ston« 
and Bronze Ages still remain. Phoenician, Greek 
and Roman left their mark upon the island long 
before St. Paul was shipwrecked there; later 
came the famous days of the Knights of Malta, 
f Napoleon, and perhaps 


the brief dominion « 
greatest of all, Malta’s unquenchable courage 
under the bombing of the last war. 

In contrast to the ancient buildings are 
modern blocks of flats which have risen over 
the bomb scars. Precedence has been given to 
housing and the of churches, for the 


people are devout Roman Catholics. Unlike the 


repair 


southern Italians, however, they are quiet and 
unemotional, gravely courteous, but genuinely, 
anxious to welcome the English visitor. There 
are few sandy bays, for much of the rocky coast 
line falls sheer to the sea, but there are endless 
opportunities for picnic king and exploring, as 
well as the 


more sophisticated attractions of 


horse and vacht racing 


rHE DOMINICAN REPUBLIC 
Now that the travel allowance has been extended 
to dollar areas the New World is again within 
the realms of possibility for the holiday traveller 
This, of course, includes many other countries 
besides the United States and Canada, and a 


particularly interesting one seems to be the 
little Dominican Republic, which, with French- 
speaking Haiti, forms one of the larger islands 
in the central Caribbean. I have not yet been 
there myself, though I hope to visit it later. 
What is now the 
to be confused with the island of Dominica in the 
British West Indies, 
all the 


climate 


Dominican Republic (not 


just to the south-east) has 
attractions of 
with the romantic 
Its capital, Ciudad Trujillo 
Santo Domingo 


holiday a subtropical 


overlaid grace of 
formerly 


was founded by Christopher 


Spain. 


Columbus’ brother Bartholomew, in 1496. It 
is the oldest city, and possesses the first 
cathedral, convent and hospital built in the 


New World, and one of the main events in 
October this year will be the reopening of the 
restored Columbus Palace. This is an ideal 
country for all water sports: swimming, water 
ki-ing, deep-sea and under-water fishing, as 


well as tennis racing and every kind 


polo hor t 


water 





PRACTITIONER 


of outdoor amusement in a land of flowers and 
sea and sunshine. 

‘The most expensive part of such a holiday 1 
naturally the journey either by air or sea, details 
of which are given below, but on the island 
costs seem to be much the same as, for example, 
those in Italy. Hotel prices range from about 
£1 15s. to £3 10s. a dav for full board (fig. 3), 
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by Night Tourist flight 
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Save time on urine tests with... 


GLINITEST and ACETEST 


Reagent Tablets 
for the detection of Glycosuria 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in 1 minute? 


Specialists, General Practitioners,Clinics and 
Hospitals in all parts of the country have 
used and prescribed ‘Clinitest’ Reagent 
Tablets since 1947. Many valuable hours 
have been saved. Now after intensive re- 
search work and clinical trials the makers of 
*Clinitest’ Reagent Tablets have produced 
*Acetest’ Reagent Tablets for the detection 
of Ketonuria. With ‘ Clinitest’ and ‘Acetest’ 
Reagent Tablets, reliable routine sugar and 
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CLINITEST 


No external heating - No measuring of reagents 
Approved by the Medical Advisory Commit- 
tee of the Diabetic Association. The 
*Clinitest’ set, refills and accessories are all 
available under the N.H.S. on Form E.C.10. 
(Basic Drug Tariff Prices: Set 6/8 complete. 
Refill bottles of 36 tablets 2/4.) 


CLINITEST 
HOSPITAL EQUIPMENT 


An invaluable time-saver in wards 
and clinics. Write for details and 
hospital prices. 


aeetone tests can be carried out simultane- 
ously in one minute! 


The advantages of 


ACETEST 


Reagent Tablets 
Quick and reliable, a single tablet provides all 
the reagents to perform a test. Low cost 
permits this tablet test to be used as a screening 
procedure or as a routine for diabetic patients, 
No danger of false positives with normal urine. 
No caustic reagents. 


TO PERFORM A TEST: 


| I Put 1 drop of urine on tablet. 
| 2 Take reading at 30 seconds. 
Compare tablet to colour 
| chart provided. 
3 Record results as negative, 
| trace, moderate or strongly 
| positive. 
Supplied in bottles of 100 
1 tablets with colour scale. 
| *Acetest’ Reagent Tablets 
(diagnostic nitroprusside tabs.) 
| are also available under the 
| N.H.S. om Form E.C.10. 
Basic Drug Tariff price 3/10 
| per bottle of 100 tablets 
| (with colour scale). 
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Labyrinthine Disturbance 


The remarkable relief afforded by Dramamine in motion 


sickness has led to its effective use in controlling 





various other clinical conditions characterised by) 


Vertigo, it has been claimed,* is primarily duc 
to a disturbance of the organs of the body 
that are responsible for body balance. When 
the posture of the head is changed, the gelatin 
ous substance in the semi-circular canals 
begins to flow. This flow neural 
impulses which are transmitted to the vesti- 
bular nuclei and thence to different parts of 
the body, such as the eye muscles, the cere- 
bellum and skeletal muscles, the emetic centre, 
and the cerebrum. Vertigo may be caused by 
a disease or abnormal stimuli of any of these 
involved in the transmission of the 
vertigo impulse, including the cerebellum and 
the end organs. 

Dramamine’s therapeutic efficiency is believed 
to be the result of suppression of the over- 
stimulated labyrinth of the inner ear which is the 
point at which the impulses causing the various 
disturbances Thus, Dramamine 


initiates 


tissues 


originate 


, 


SEARLE 


vertigo 


prevents the resulting symptom complex of 
vertigo, nausea and finally vomiting. 

The remarkable relief given by Dramamine in 
motion sickness led to studies of its value in 
allied conditions, and it is now widely used 
for the vomiting of pregnancy, 
electro-convulsive therapy, certain drugs and 
narcotisation ; for vestibular dysfunction 
streptomycin therapy ; and 
Meniéres syndrome, hyper- 
tensive disease, fenestration procedures, laby- 
rinthitis and radiation sickness. 

Dramamine (brand of dimenhydrinate) is sup- 
plied in tablets of 50 mg. in bottles of 12, 36, 


nausea and 


associated with 


for vertigo in 


100, 500 and 1000 tablets and in cartons 
(10 strips of 10 tablets) Dramamine for 
injection is available in multidose vials of 


5 c.c. containing 250 mg. of Dramamine. 
G. D. Searle & Co. Ltd., High Wycombe, 
Bucks. Telephone : High Wycombe 1770. 
’ Dizziness - 
G.P. 8:35 (Nov 
*Regd. Trade Mark 


: Vertigo and Syncope 
) 1953 
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Vertigo, it has been claimed, is primarily due 
to a disturbance of the organs of the body 
that are responsible for body balance. When 
the posture of the head is changed, the gelatin- 
ous substance in the semi-circular canals 
begins to flow. This flow initiates neural 
impulses which are transmitted to the vesti- 
bular nuclei and thence to different parts of 
the body, such as the eye muscles, the cere- 
bellum and skeletal muscles, the emetic centre, 
and the cerebrum. Vertigo may be caused by 
a disease or abnormal stimuli of any of these 
tissues involved in the transmission of the 
vertigo impulse, including the cerebellum and 
the end organs. 

Dramamine’s therapeutic efficiency is believed 
to be the result of suppression of the over- 
stimulated labyrinth of the inner ear which is the 
point at which the impulses causing the various 
disturbances originate. Thus, Dramamine 
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DRAMAMINE’ IN VERTIGO 





Labyrinthine Disturbance 


The remarkable relief afforded by Dramamine in motion 
sickness has led to its effective use in controlling 
various other clinical conditions characterised by vertigo 


prevents the resulting symptom complex of 
vertigo, nausea and finally vomiting. 

The remarkable relief given by Dramamine in 
motion sickness led to studies of its value in 
allied conditions, and it is now widely used 
for the nausea and vomiting of pregnancy, 
electro-convulsive therapy, certain drugs and 
narcotisation ; for vestibular dysfunction 
associated with streptomycin therapy ; and 
for vertigo in Meniéres syndrome, hyper- 
tensive disease, fenestration procedures, laby- 
rinthitis and radiation sickness. 

Dramamine (brand of dimenhydrinate) is sup- 
plied in tablets of 50 mg. in bottles of 12, 36, 
100, 500 and 1000 tablets and in cartons 
(10 strips of 10 tablets). Dramamine for 
injection is available in multidose vials of 
5 c.c. containing 250 mg. of Dramamine. 

G. D. Searle & Co. Ltd., High Wycombe, 
Bucks. Telephone : High Wycombe 1770. 
+“ Dizziness ”’ : Vertigo and Syncope 

G.P. 8:35 (Nov.) 1953. 
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NULACIN 
THERAPY 


—Simple, safe, effective 


A Nulacin tablet effectively depresses the con- 
centration of gastric HCI in peptic ulcer and 
other conditions of hyperacidity. It also provides 
protection against gastric HC1 to the otherwise 
unprotected oesophageal wall and in such con- 


ditions as oesophagitis and hiatus hernia. 


SUPPLY. Nulacin tablets may be prescribed 
on E.C,10. The dispensing pack of 25 tablets is 
free of Purchase Tax. (Basic price to N.H.S.: 


2/-). Also available in tubes of 12. 


HORLICKS 
LIMITED 


Pharmaceutical Division, Slough, Bucks. 





Antacids, The Practitioner, January, 1957, 178: 43 

Antacids in Peptic Ulcer, The Practitioner, January, 
1956, 176: 103 

Recent Advances in the Ulcerative Diseases of the 
Gastro-intestina!l Tract. Amer. J. Gasiro., Decem- 
ber, 1956, 26: 665 

Ambulatory Continuous Drip Method in the Treat- 
ment of Peptic Ulcer, Amer. J. Dig. Dis., March, 
1955, 22: 67-71 

Management of Peptic Ulceration in General 
Practice, Med. World, December, 1954, 81: 591-601 

Clinical Investigation into the Action of Antacids, 
The Practitioner, July, 1954, 173: 46 





“an approach to the ideal is provided 
by a slowly dissolving antacid tablet which 
is lodged between the gum and cheek. Thus, with 
each act of swallowing, alkali is carried down over 
the gullet to the stomach, It is remarkable how little is 
the quantity needed to depress effectively the 
concentration (pH) of gastric HCl. 
first such tablet (‘nulacin’). . 
Practitioner, January, 1957 
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ee. The new oral antibiotic 
| A therapy for : 


Common infections / 


‘ 
Combines the dramatic new antibiotic ‘CATHOMYCIN’ 
with Penicillin G, the most widely used 


- 
- 


‘ ’ 
8 ‘ 


’ / 
‘ 
antibiotic ever developed; this alliance achieves > , 
\ : the added advantages of both, ' / 
4 * while eliminating gaps in coverage ’ f 
. ‘ presented by either ; 
an antibiotic alone 


‘CATHOPEN’ 


Sodium Novobiocin with Penicillin 





*Cathopen’ Tablets are indicated for the immediate treatment of a wide range of commen 


infections which in the past have frequently been treated with Penicillin alone, often 
with poor results. 


Some important infections where ‘Cathopen’ is indicated 
Tonsillitis. 


Recurrent and persistent Infected wounds. 
Pneumonia. carbuncles. Staphylococcal septicaemia 
Acute otitis media. Bronchitis. and enteritis. 

Breast abscess. Cervical lymphadenitis. Whitlows and paronychiae. 
Vincent’s angina. Osteomyelitis. Cellulitis. 
Furuncles. Erysipelas. 


Urethritis. 


‘Cathopen’ is easy to administer 





ADULTS: Two tablets q.i.d. CHILDREN: According to body weight ; e.g., 50 lbs, one tablet q.i.d. 
Packings: Bottles of 16 (Basic N.H.S. price 26/84) and in dispensing bottles of 100. Each ‘Cathopen’ 
Tablet contains : ‘Cathomycin’ (as Sodium Novobiocin), 125 mg. ; Potassium Penicillin G, 
125,000 units. 
Literature will gladly be supplied on request 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. 
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infected 
invaders ?P 


when enteritis is the result 


GUANIMYCIN 


will provide the specific 24 hour treatment 


The summer months provide conditions suitable for the multiplication 
of bacteria on contaminated food and for the spread of contamination by 
flies and other insect vectors; it is then that epidemics of bacterial food 
poisoning, bacillary dysentery and summer diarrhea of infants are most 
frequent and widespread. 


The organisms commonly responsible for such conditions are responsive 
to the combined therapy of streptomycin and sulphaguanidine, both of 
which are present in Guanimycin. 
Guanimycin rapidly controls symptoms and restores well-being. It reduces 
the duration of the illness and it will considerably reduce the convalescent 
carrier rate. 

When diluted to 4 fluid ounces with water, each fluid ounce contains 

streptomycin sulphate 0°25 gramme and sulphaguanidine 2 grammes. 

In bottles to prepare 4 fluid ounces of suspension. 
C57/398/H 
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Urolucosil 
FOR THE ACUTE INFECTION 


Urolucosil is a highly soluble sulphona- 
mide which is rapidly excreted, largely 





unchanged, in the urine. It is extremely 
effective at low dosage levels and free 
from side effects. Twenty-five tablets, 
taken over 4-7 days, usually suffice to 


control an acute infection. 


DOSAGE 

ADULTS One or two tablets five or six times a day. 
CHILDREN Half to one tablet five or six times a day. 
The patient should drink preferably as little as 
possible. 


PRESENTATION 
UROLUCOSIL TABLETS 0.1 G. are available in bottles 
of 25, 250 and 1,000. 


























Mandelamine 
Hafgrams 


FOR THE CHRONIC INFECTION 


Mandelamine is bactericidal and bacterio- 
static for a wide range of pathogens, 
particularly those organisms most often 
responsible for urinary tract infections. 
It is non-toxic, virtually free from side 
effects and eminently safe for prolonged 
administration. Mandelamine does not 


give rise to resistant strains. 


DOSAGE 


ADULTS Two Hafgrams three times a day. 


CHILDREN One 0.25 G. tablet three times a day. 


PRESENTATION 

MANDELAMINE HAFGRAMS 0.5 G. Bottles of 30, 250 
and 500. 

MANDELAMINE TABLETS 0.25 G. Bottles of 60, 500 
and 1,000 











Pyridium 


EFFECTIVE ORAL ANALGESIC 
FOR UROGENITAL PAIN 


Pyridium has a marked analgesic action 
specifically on the urogenital mucosa. It 
provides rapid and prolonged relief from 
pain and symptoms such as dysuria, 
frequency and strangury. Pyridium is 
ideal for use in conjunction with Uroluco- 
sil, Mandelamine, antibiotics and sul- 


phonamides. 


DOSAGE 

ADULTS Two tablets three times a day before 
meals. 

CHILDREN 9 to 12 years, one tablet three times a 
day. 


PRESENTATION 


PYRIDIUM TABLETS 0.1 G. are available in bottles of 
25 and 500. 


WILLIAM R. WARNER & CO. LTD., LONDON & EASTLEIGH 
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Pixcyl and Psorox 


Coal Tar has long been accepted as one of the most 





effective medicaments for use as a topical application 
in the treatment of Psoriasis. 
The Genatosan tar fractions incorporated in Pixcyl, Psorox, 
Genisol and Sebigen, offer tar therapy without many 
of the disadvantages associated with crude coal tar. 
Extensively screened against sensitization and in bases to suit 
each phase of the disorder, they offer the physician the three 
essential factors in his choice of an effective topical application 
that combine to give a suitable approach to Psoriasis. 


Pixcyl, Psorox, Genisol and Sebigen 
are all available on E.C.10. 


Further information available from: 


Genatosan Ltd., Loughborough, Leicestershire 
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NEW ENGLAND JOURNAL OF MEDICINE 


special concession 


rate for subscribers to 
The Practitioner 


As announced in the January number of The Practitioner (p. 3) 

arrangements have been made for subscribers to The Practitioner to 

receive the New England Journal of Medicine weekly at a reduced annual 

subscription. This will be $9.00 (£3 5s.), instead of the usual overseas 
subscription rate of $10.50. 


Orders for the New England Journal of Medicine, accompanied by 
remittance, should be sent to: The Publisher, The Practitioner, 
5 Bentinck Street, London, W.1. 





























Favourite 


Prescriptions 
2nd Edition 


Enlarged January number 
Price 5s. (by post 5s. 9d.). 


A few copies of this issue are still 
available. Subscribers can obtain 
additional copies for colleagues or 
students at a special subscription 
rate of 4s. post free. 





Notes on 
Indigestion 


This pamphlet, first published in 
1949, explains in simple language, 
the principles and practice of the 
treatment of dyspepsia and is in- 
tended for distribution to patients 
with dyspepsia in order to help them 
carry out their practitioner’s advice. 


6d. each, 10 for 4/6, 100 for £2 
(post free). 


Special price for larger quantities. 
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How severe 


a gastric irritant 


is aspirin ? 
a 


FURTHER RESEARCH has now been done into the irritant effects of aspirin 
upon the gastric mucosa. A detailed report on this work appears under 
the heading “Aspirin and Ulcer” in the B.M.J., July 2, 1955. 

The summary of the discussion appended to this report is as follows: 
“Aspirin is a serious gastric irritant, particularly in peptic ulcer patients.” 


Here is a further extract from the report: 

“In conclusion it is suggested that aspirin should 
never be given to patients with peptic ulcera- 
tion, or indeed to those who have any gastric 
intolerance to it, however mild. Such an in- 
struction should be given a prominent place in 
peptic ulcer advice charts, usually in place of 
much that could be safely left out. Some of 
these patients took aspirin on a full stomach 
only in powder form, with serious results, and, 


although this method almost certainly miti- 
gates its irritant effects, it does not guarantee 
immunity. Calcium aspirin does not have this 
irritant action unless it has deteriorated through 
standing, and it can be used with impunity, 
especially if prescribed in soluble form, This 
simple measure would, in our opinion, cut down 
significantly the incidence of haematemesis and 
exacerbations of ulcer symptoms.” 


SOLPRIN provides calcium aspirin in pure and stable form. 


copDis is a compound tablet that provides codeine and 
phenacetin and calcium aspirin, in place of the 
ordinary aspirin in Tab. Codein, Co. B.P. 


Neither SOLPRIN nor CODIS is advertised to the public. 


RECKITT & COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DEPT. BULL) 
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*K LIFE ASSURANCE 
PERSONAL PENSION POLICIES 


Please write for particulars, g this adver i 





MEDICAL SICKNESS ANNUITY 


AND LIFE ASSURANCE SOCIETY I” 





3 CAVENDISH SQUARE . LONDON wii 
(Telephone: LANgham 2991) 


When you ore BUYING A NEW CAR ask for details of the HIRE PURCHASE SCHEME of the 
MEDICAL SICKNESS FINANCE CORPORATION LTD 
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FLUSCORBIN 


The short intensive treatment 
for Influenza and colds 


Fluscorbin is a new preparation combining a massive dose of Vitamin C 
with Phenacetin and Caffeine and alkaloids of Quinquina. It offers 
an effective “ attack " treatment of influenza and the common cold 
by rapidly overcoming the febrile state and stimulating the natural 
defence mechanism of the body. 


Literature and samples on request. 


CONTINENTAL LABORATORIES LTD. 
101, GREAT RUSSELL STREET, LONDON, W.C.1. 
Telephone : MUSeum 2042-3-0626 Telegrams : Taxolabs, Phone, London 
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**. ., a mixture of the male and female hormones was more 
efficacious than astrogen alone.” Brit. Med. Journ. 1953 (July 25), 2.214 
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The association of methyltestosterone and ethinyleestradiol in 
Mepilin produces a more complete response in the treatment 
of menopausal disorders than can be obtained by the use of 
oestrogens alone. An increased feeling of confidence and well- 
being is produced which is both mental and physical. 

The presence of methyltestosterone enables a reduction in 
oestrogen dosage to be made; thus undesirable side effects 
such as breast turgidity and pelvic congestion are avoided and 
the risk of withdrawal bleeding is reduced. 


‘MEPILIN? 


TABLETS & ELIXIR 


Each teaspoonful (4 ml.) of Mepilin Elixir and each Mepilin Tablet 
contains ethinylastradiol 0.01 mg. and methyltestosterone 3 mg. 


————— 
go Og 


—- 
— 


j 
( 


if 
; 
( 


) 
i 
{| 
) 
( 
Hf 
ANY 
| 


——S== 


———= 


——— 
oe 


——— 
—— ————————— 


——= 


— 





*MEPILIN” TABLETS. Bottle of 25 at 4/- and 100 at 12/- 
*MEPILIN’ ELIXIR. Bottle of 4 fi. oz. at,6/- and 500 ml. at 20/6 
Basic N.H.S. prices. 
DOSAGE: Menopause and geriatric conditions: 


average cases—3 tablets or 3 ———— 
daily. Inhibition of lactation—3 tab or 
teaspoonfuls 3 times daily for 4 days foll 


by 2 tablets or 2 teaspoonfuls 3 times daily 
for 2 days. 


Literature and specimen packings are available on request 
THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.1 
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